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Abstract
Gobernar es Prever: Health Management Self-Efficacy Among a National Sample of Latinx
Adults
by
Giselle Gerardi
Advisor: Juan Battle, PhD
Background: Minority populations, such as Latinx people, are more likely to develop chronic
diseases and increased complications related to disease severity when compared to Non Latinx
Whites (NLW). Furthermore, Latinx people are less likely to engage and maintain health
promoting behaviors (HPB) to prevent disease development. HPB are effective in preventing or
delaying chronic disease. Despite interventions and resources aimed at supporting Latinx
populations, often, there are low participation and high attrition rates.
Methods: This research explores the relative impact of aspects of health, built environment and
key demographic domains on HMSE of a national sample of Latinx adults through the application
of hierarchical regression modeling utilizing data from the 2018 National Survey of Health
Attitudes. Additionally, to better understand the unique role of gender, analysis was performed
initially for the entire sample and then separately for males and females.
Results: When controlling for all other variables, HMSE of all Latinx people was significantly
correlated with various aspects of health, built environment and key demographic variables.
Significant gender differences were identified between men and women in all three domains.
These differences were particularly apparent by region. For example, Latinx people living in
Northeast, Midwest and Western regions were found to have higher levels of HMSE when
compared to those living in the South (p≤ .01, p ≤ .05, and p ≤ .05, respectively). However, when
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split by gender, women were found to only have significantly higher HMSE in the Midwest region
(p≤ .01).
Conclusions: Results from this study reveal variables that can influence HMSE in the Latinx
population and men and women separately. These findings can be used to develop HMSE that aid
in the adoption HPB and reduction of chronic illness in Latinx men and women and reduce gaps
in health and social disparities.
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Chapter 1: Introduction

This dissertation assesses the relative impact of aspects of health, built environment, and
key demographic domains on health management self-efficacy of a national sample of Latinx
adults. Chapter 1 will present the background, statement of the problem, rationale, theoretical
framework, contribution to the field and methodology. After reading this chapter, the reader will
have a clear understanding of the problem, including the current scope of issues, and current
research, as well as the purpose of the study. This chapter will also briefly introduce the
theoretical frameworks that will guide the study approach and interpretation of results. Lastly,
the reader will be aware of the applied methods and analysis.
Background
In this section, the impact of aspects of health, built environment, and key demographic
domains on health management self-efficacy (HMSE) of Latinx adults will be reviewed. Latinxs
are more likely to experience increased morbidity and mortality of preventable chronic disease,
yet they are less likely to adopt health promoting behaviors (HPB) which prevent or delay these
conditions. Interventions have been developed to improve adoption of HPB, and some have been
created specifically for Latinxs. Yet, low participation and high attrition rates demonstrate a lack
of efficiency and effectiveness within the development and implementation of these
interventions. It is important to consider correlates of health that can influence and motivate
Latinxs into having higher levels of HMSE and consequently adopt HPB. Self-efficacy, or the
belief that one can accomplish a goal, is a significant motivator of one’s decision to adopt HPB.
Health management self-efficacy is the dependent variable in this study.

1

Furthermore, this section expands on the impact chronic illness have on individual and
national levels. Chronic illnesses diminish life quality and can contribute to the development of
additional health complications. The onset of chronic illness is occurring in earlier life stages
(Odlum et al., 2020), including childhood (Ogden et al., 2016). This is even more evident in
minority populations, such as Latinxs (Odlum et al., 2020). Additionally, an exorbitant amount
of money is spent on managing and treating chronic illness. This cost is a burden on individuals
and the nation alike. HPB can prevent or diminish the health and economic burdens caused by
chronic illnesses.
To conclude, this section delves into the effect that gender role can have on an
individual’s health management self-efficacy. In addition to biological differences, gender roles
and family-oriented culture in Latinx people can influence the ability for an individual to adopt
HPB. There is a strong emphasis on placing family needs above one’s own needs. Furthermore,
gender roles may conflict with the adoption of HPB. Gender may have a significant influence on
a Latinx person’s health management self-efficacy.
Concerning ethnicity, some may prefer the term Latino, which, while referring to all the
countries in Latin America, including Brazil and Haiti, also ties certain people together through a
history of colonization. Here, however, the term Latinx is employed. It is similar to Latino, but
the "x" erases gender, making the category inclusive of men, women, agendered, trans*, gendernonconforming, genderqueer and gender-fluid people. Finally, it bears noting that most Latinx
people do not use racial terms assigned to them after their arrival in the United States. Instead,
most Latinx people around the world refer to themselves based on whichever country or
indigenous population they belong to (e.g., Honduran, Mexican, Peruvian, etc.). As a social
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construct, something that changes over time and within different contexts, identity labels are
neither static nor universal.
Operationalizing Health Management Self-efficacy
In this study, health management self-efficacy (HMSE) will be measured with the use of
a composite variable, Selfassessment1. Self-efficacy is positively correlated to the adoption of
HPB (Roncoroni et al., 2019; Zhang et al., 2018). Selfassessment1 will be measured using
responses to the following questions, “How confident are you that you can manage any health
problems you have?” (Q31_1) and “How confident are you that you can prevent health problems
in the first place?” (Q31_2). There were four possible responses, ranging from “not confident at
all” (1) to “very confident” (4). SelfAssessment1 was generated by calculating the mean of
Q31_1 and Q31_2 responses.
Self-efficacy is an important component of achieving HPB. Healthcare providers, such as
nurses can help support patients in their attempts to increase self-efficacy and adopt HPB.
Researchers examined the impact self-efficacy has on health promoting behaviors on a
population of Chinese patients diagnosed with coronary artery disease (CAD) (Zhang et al.,
2018). A randomized control trial (RCT) in mainland China was utilized to identify the impact of
a nurse-led transitional care program on a group of recently hospitalized patients admitted for
CAD. Patients assigned to the experimental group began the intervention prior to hospital
discharge and continued for 7 months after discharge. The intervention group received support
derived from health management modes, including Pender’s health promotion model. Selfefficacy was measured through the Self Rated Abilities for Health Practices (SRAHP) scale,
comprised of HPB domains of exercise, physiological well-being, nutrition, and health
responsibilities. Results indicated a significant difference between and within groups. Compared
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to the control group, the intervention group had significantly increased scores for each HPB
domain (p < .001) and the total SRAP score (p < .001). Furthermore, within intervention group
results indicated that there were significant differences from baseline scores to end of study
scores in the categories of exercise, nutrition, and total SRAP scores (p < .001). Findings from
this study demonstrate the important role HMSE has on the adoption of HPB.
Conversely, it has been found that when HMSE does not increase, HPB does not
increase. In Central America, a quasi-experimental study was applied to observe the impact of a
healthy lifestyle intervention on risk factors related to cardiovascular disease (Fort et al., 2015).
The sample population was comprised of those receiving care from public health centers and had
a diagnosis of hypertension and/or diabetes. Results were derived from two concurrent studies,
one in Costa Rica and the other in Mexico. Self-efficacy was measured using selected items from
the Self-Efficacy for Diabetes instrument. The intervention entailed participants being
encouraged to attend 6 different sessions pertaining to cardiovascular risk, healthy eating, high
blood pressure, diabetes, healthy heart, and physical and mental health topics. Clinical outcomes
measured included body mass index (BMI), glucose, systolic and diastolic blood pressure.
Results demonstrated that intervention groups in both countries did not have a significant impact
on self-efficacy. Clinically, there was a significant reduction in both systolic and diastolic BP in
the Costa Rican participants (p < .01 and p < .001). The lack of intervention impact may be
related to the minimal participation of subjects as the average number of education sessions
attended was 1.8 and 4, respectively for Costa Rican and Mexican participants. However, there
were significant changes of study participants’ stages of change, which measured readiness to
change. Results can be interpreted to indicate that participants had increased their level of
readiness to change, however they did not have significant confidence to do so. The clinical
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outcomes demonstrate that increasing readiness to change, alone, may not be sufficient in
improving HPB that reduce chronic diseases. While there are other factors that can promote
HPB, HMSE is a substantial component of HPB adoption.
Many studies and interventions focus on HPB adoption in populations that have already
been diagnosed with chronic diseases. However, increased self-efficacy has also been correlated
to improve HPB in at risk populations and prevent or limit chronic illness severity (Wolver et al.,
2011). Wolver and colleagues (2011) observed the impact a two-phased intervention program
had on modifiable disease risk, readiness to change and psychosocial functioning. Phase I
consisted of an intensive 3-day intervention, while phase II entailed supportive coaching and
educational resources provided over a 37-week period. Measures used for this study included
disease risk, behavioral activation, and exercise behavior, among others. Disease risk, measured
by the KYN disease assessment tool, decreased significantly for developing diabetes and stroke
(p = .02 and p < .01, respectively). While there was also a decrease in heart disease, this was not
found to be statistically significant (p = .17). Self-efficacy was indirectly measured using the
Patient Activation Measure (PAM). PAM measures knowledge, skill, and confidence regarding
health self-management. On a scale from 0-100, there was an increase of PAM by 8.4 points (p <
.001). Moreover, aerobic exercise frequency also increased significantly (p < .001). Results from
this study demonstrate the positive relationship between behavioral activation, which includes
confidence, and disease reduction. Interventions that increase confidence levels, can be effective
in preventing or delaying the development of chronic disease.
Partaking in disease prevention activities require that one believes that they can control
their own health outcomes. Factors, such as religiosity and fatalismo, can impact one’s locus of
control. Fatalismo, or fatalism in English, is the belief that life events are predetermined and
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cannot be prevented. Through the application of qualitative methodology, Latinxs were
interviewed to better understand how religiosity and fatalismo can affect engagement levels of a
T2D management program (Salazar-Collier et al., 2021). Selected participants were all enrolled
in a chronic care management program which included Diabetes Self-Management Education
(DSME) and quarterly visits from a community health worker, or promatora. Emerging themes
included perceived autonomy over diabetes prognosis, motivators for self-care, barriers to
discussing personal beliefs in the healthcare setting and role of the church in diabetes
management. Perceived autonomy over diabetes prognosis revealed an intermingling of
religiosity, fatalismo and locus of control. Participants had mixed perceptions pertaining to locus
of control. Locus of control was attributed to autonomy, divine will, both human and divine
control, fate determined by faith in God, or uncertainty in whom or what determines fate.
Findings were stratified by gender and demonstrated that all men interviewed did not believe that
autonomy alone controlled health. However, it should be noted that of the total sample, there
were only 4 male participants. Latinxs may have spiritual or cultural beliefs that could affect
HMSE.
On the contrary, fatalism could also reflect low self-efficacy, rather than the belief in a
predetermined destiny. A mixed-methods study conducted by Ramírez and Arellano Carmona
(2018) was conducted to examine if fatalism stemmed from information overload. The study
sample consisted of 24 Mexican American women, between the ages of 18-29, from a Central
California community. The quantitative component captured responses to items related to
fatalism, information overload, and demographic information. Semi-structured interview content
included diet and food preparation behaviors, knowledge and perceptions of nutrition, and ethnic
identification. Themes from the qualitative component, and results from the survey both
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corroborated that participants understood a link between nutrition, disease prevention and the
ability to prevent disease. Qualitative findings related to information overload inferred that a lack
of control stemmed from the amount of information and conflicting information available in
media sources. Contrary to the quantitative results, the qualitative component illustrated that
most participants were confused about nutrition related information. Of the information that
participants did have access to, there was distrust and uncertainty related to content accuracy.
Lastly, participants expressed interest in acquiring more information related to nutrition
knowledge and skills. Demographic information collected identified that 25% of participants
received food assistance and ran out of food before the end of the month. From these themes and
quantitative findings, researchers deduced that an aspect of fatalism consisted of mistrust of the
accuracy, confusion of information related to nutrition, and the inability to access correct content
or resources, rather than uncontrollable fate. The contrast in results related to fatalism identifies
that there is a gap in the current literature and requires more examination.
Traditional Latinx gender roles can also impact self-efficacy. Marianismo, or submissive
behaviors, are traditional attributes of the female gender role in Latinx culture. Characteristics of
marianismo include self-silencing which can impact self-efficacy. Researchers analyzed
secondary data from the Salud/Health, Educación/Education, Prevención/Prevention, y
Autocuidado/Selfcare intervention (SEPA) study, to examine the relationship between selfsilencing, egalitarian attitudes, and HIV prevention behaviors (Ramírez-Ortiz et al., 2019).
Measures for this study included self-efficacy for HIV prevention, Silencing the Self Scale, and
Attitudes Toward Women Scale. Hierarchical multiple regression models were used to analyze
the relationship between variables. Results indicated significant correlations between selfefficacy, self-silencing, and egalitarian measures. Self-efficacy for HIV management was
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negatively correlated to self-silencing (p = .001). Conversely, self-efficacy for HIV management
was positively correlated to egalitarian attitudes (p = .004). Marianismo roles can negatively
impact HMSE in women.
Machismo is a term used to describe male attributes common in Latinx culture.
Machismo is typically associated with protection, strength, and masculinity. However, these
traits prevent men from disclosing ailments, to maintain their tough façade. To increase the
awareness of cancer screening and treatment among a group of Latinx men living in
Philadelphia, researchers partnered with religious organizations to hold seminars about prostate
cancer screening and treatment (Rovito & Leone, 2012). Themes derived from qualitative
evaluations included fears of diminished masculinity, responsibility to family, and fear of
judgment which all impeded screening and reporting of symptoms. To fulfill an expected gender
role, men may opt to not participate in HPB for fear that they may appear to be vulnerable. Both
Latinx men and women HMSE can be impacted by cultural gender roles.
In summary, there are various internal and external factors that can impact HMSE.
Furthermore, there are components of Latinx culture that can influence HMSE. Lastly, gender
roles in Latinx culture may produce a variation in the factors that affect HMSE between men and
women.
Statement of the Problem
The key issues discussed in this dissertation are the correlates of health management selfefficacy (HMSE). As the largest minority population, the Latinx population is projected to
continue increasing. It is even more urgent that the health needs of the Latinx community are
better understood and addressed. There are various factors that can affect the health management
self-efficacy of Latinxs. However, there are still stark health disparities that exist and negatively
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impact the life quality of Latinxs. An individual’s health quality intersects with every facet of
their life including other family members; therefore, it is imperative that Latinx people are
confident in their ability to appropriately manage their health and remain healthy.
The impact that aspects of health, built environment and key demographic domains on
HMSE are layered. The decision to adopt HPB is made by an individual’s assessment of their
ability to achieve HPB. Aspects of health, such as factors of health and wellbeing, access to care
and determinants of health are comprised of factors that are key to one’s belief that HBP are
important and worth the effort to achieve. The community and physical environment can also
promote or impede the efforts to achieve HPB, therefore these external factors are significant
determining health management self-efficacy.
Chronic diseases can often be prevented, or at least minimized, with the adoption of
HPB, such as eating healthy (Schulze et al., 2018), increased physical activity (Anderson &
Durstine, 2019) and utilizing primary care services (Shi, 2012). A major driver in adopting
health promoting behaviors is attributed to an individual’s perceptions which are formed by
various domains such as aspects of health, built environment, and key demographic domains.
While interventions are developed or adapted for Latinx people, there are still significant barriers
to participation and long-term adoption of HPB. To prevent or delay the onset of chronic disease
in the Latinx community it is imperative that the correlates of HMSE are better understood and
integrated into the development, implementation, and evaluation of strategies formulated to
improve the health and wellbeing of Latinxs. This is an important step in improving the health of
the Latinx population living in the United States through the reduction of chronic disease
development and reducing health disparities.
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Proper diet and nutrition are important types of HPB. A qualitative review of dietary
patterns and chronic disease prevention surmised that eating healthy has the ability to reduce
chronic health issues (Schulze et al., 2018). While there is a variety of scientific findings
recommending, and even some that can conflict, there is a wide-ranging consensus that
consumption of fruits, vegetables, whole grains, and fish are linked to the prevention of chronic
diseases. Conversely, there is substantial evidence that implies positive correlations between the
consumption of red meat, processed meats, and sugary drinks and the increased risk of cancer,
cardiovascular disease, T2D, hypertension, and stroke. To prevent chronic disease development
is important that people have access to and consume healthy food while limiting foods with high
fat, sugar, and low nutritional content.
An appropriate amount of physical activity (PA) can support the prevention or reduction
of chronic disease development. A literature review assessing chronic illnesses, physical activity,
and exercise revealed there is an optimization of body function with adequate levels of PA
(Anderson & Durstine, 2019). Physical activity was noted to improve myocardial function which
increases oxygenation and muscle strength. This can contribute to a decrease in cardiovascular
diseases. Type II diabetics who increase PA were noted to have a reduction in insulin sensitivity,
and improvements associated with glucose and insulin functions. Inadequate levels of PA have
been associated with an increased risk of dementia and Parkinson’s disease. PA has also been
found to improve skeletal, immune, and hormonal system functions. There are many benefits to
adopting PA, including the prevention of chronic disease.
Routine primary care is a HPB that includes examinations and assessments from a
medical provider as well as participating in routine medical screening. A focused review from
Shi (2012) aimed at evaluating the impact primary health has on the delivery of healthcare
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quality, health outcomes, and health disparity reduction. Routine primary care was linked to
increased participation in HPB and better chronic disease management. Patients of primary
health providers were more likely to lose excessive weight and increase physical activity.
Additionally, primary care was found to have a positive effect on diabetes control, cholesterol
management, and increased cancer screenings. The purpose of primary care is to prevent and
identify early signs of illness. Most chronic diseases develop over a long period of time. Early
identification and management of these conditions can prevent or delay chronic disease
development.
Rationale
This segment describes the dissertation rationale in which the logical reasons, principles,
necessity, and importance of the research will be expanded upon. Latinx people make up
approximately 20% of the US population making this group the largest minority population (U.S.
Census Bureau, n.d.). The size of the Latinx community is expected to continue to increase over
the next forty years (U.S. Census Bureau, 2018). It is expected that the older adult Latinx
population will also increase by 134% by the year 2050 (Velasco-Mondragon et al., 2016). This
is a significant contrast to that of non-Latinx Whites (NLW), which is expected to increase 58%
during the same timeframe. As the largest and fastest-growing minority group in the US, it is
imperative that appropriate health prevention, diagnosis, and treatment strategies are identified
and applied to improve health and wellbeing among the Latinx population.
When compared to NLW, Latinxs are more likely to develop chronic disease faster
(Quinones et al., 2019), and are more likely to have increased morbidity related to their chronic
disease (Aguayo-Mazzucato et al., 2019). The leading causes of disease and death in Latinx
people living in the US are primarily preventable, non-communicable chronic illnesses (Velasco-
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Mondragon et al., 2016). These illnesses include cardiovascular diseases (A. F. Brown et al.,
2018; Shaw et al., 2018), diabetes (Aguayo-Mazzucato et al., 2019; Avilés-Santa et al., 2017),
cancer (Miller et al., 2018) and liver diseases (Paik et al., 2019). Lastly, Latinx people are more
likely to face poorer life quality due to chronic illness (Nedjat-Haiem et al., 2021). Although
chronic illness is a national issue that transcends racial and ethnic groups, Latinx people are
disproportionately impacted by the effects and outcomes of these conditions.
While many chronic diseases are the leading causes of death for all adults living in the
US, race/ethnicity has been found to impact chronic disease development. A secondary analysis
aimed to identify the development and progress of multiple chronic illnesses, or multimorbidity,
by race/ethnicity (Quinones et al., 2019). Utilizing longitudinal data from the Health and
Retirement Study (HRS), researchers evaluated the number of chronic diseases by demographic
factors, including race/ethnicity, from 8,331 respondents interviewed between 1998 through
2014. Results were analyzed using the negative binomial generalized estimating equation, which
allowed for an assessment of variable measures over a prolonged period. Three models were
developed to evaluate the unweighted data, weighted data, and weighted data with demographic
variables. When compared to NLW, the weighted model indicated that Latinx disease
accumulation is 1.6% faster. This increased rate did not change when demographic variables
were added, as Latinxs were found to have a disease accumulation that was 1.5% faster than
NLW. While Latinx people did have faster disease accumulation than NLW, chronic disease
counts at baseline were 15% lower. Chronic diseases are on the rise and the leading cause of
death of people living in the US, however, race/ethnicity can impact the rate of disease
progression and multimorbidity.
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Chronic diseases have varying degrees of severity. A review of the literature was
employed to compare how T2D impacts Latinxs when compared to NLW (Aguayo-Mazzucato et
al., 2019). Latinxs were at higher risk of developing T2D, compared to NLW due to factors such
as decreased income, lower levels of education, insurance access, and higher rates of obesity.
End-stage renal disease in Latinx adults is increased 1.5-fold when compared to that of NLW.
The prevalence of diabetic retinopathy in the US population is 28.5%, however, Mexican
Americans have been found to have a prevalence rate as high as 57.5%. Latinx people are also
more likely to have a higher incidence of lower limb amputation related to diabetes. Diabetesrelated complications can increase the morbidity risk of Latinxs more than NLW.
In addition to increased morbidity, chronic diseases are among the leading causes of noncommunicable disease death in Latinxs living in the US. Investigators conducted a scoping
review related to health in the Latinx population living in the US (Velasco-Mondragon et al.,
2016). Cancer and cardiovascular diseases were identified as the leading causes of death in
Latinxs. Mortality rates related to diabetes were higher among Latinxs when compared to NLW
(26.3 per 100,000 vs. 18.6 per 100,000 respectively). This disparity was also noted in people
with liver disease, as Latinx had an almost 50% higher mortality rate than NLW.
This evidence is also corroborated in other studies that examined chronic diseases and
racial/ethnic disparities. A cross-sectional study using data from the National Health and
Nutrition Examination Survey (NHANES) examined cardiovascular health. Findings identified
that optimal cardiovascular health did not increase above 25% for Mexican Americans,
meanwhile, the maximum rate for NLW was 40% (A. F. Brown et al., 2018). Furthermore, a
systematic review identified that risk factors related to cardiovascular disease begin at a younger
age (Shaw et al., 2018). Findings highlighted the prevalence of obesity in the Latinx population
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and how approximately 33% of Mexican Americans have CVD by the age of 20. Several
examples have been presented earlier on the impact of T2D on Latinx people (AguayoMazzucato et al., 2019; Avilés-Santa et al., 2017). A report examining Latinx cancer statistics
identified that Latinx people had significantly higher rates of incidence and mortality of
gastrointestinal cancers, including gallbladder, liver, and bile duct when compared to NLW (p
<.05) (Miller et al., 2018). Increased prevalence of gastrointestinal cancer is linked to obesity and
T2D which occurs more frequently in Latinxs. Furthermore, diabetes and obesity can also
increase the risk of nonalcoholic fatty liver disease (NAFLD) (Paik et al., 2019). Paik and
colleagues (2019) analyzed data from the National Vital Statistics System to better understand
mortality rates attributed to NAFLD. Death rates related to NAFLD were high among Latinx
adults, second to Non-Latinx American Indian or Alaska Natives. Latinxs morbidity and
mortality are significantly impacted by chronic illnesses.
In addition to morbidity and mortality, quality of life can also be impacted by chronic
illness. Researchers sought to understand the relationships between financial hardships, and
health-related quality of life (HRQoL) in older adult Latinx people with chronic illnesses
(Nedjat-Haiem et al., 2021). This cross-sectional study collected and examined information
pertaining to socio-demographic and self-reported health status, financial hardship, and HRQoL.
The Functional Assessment of Cancer Therapy-General (FACT-G) was used to measure
HRQoL. Total FACT-G scores were negatively impacted by retired employment status (p =
.014), financial hardship treatment adherence (p = .014), and financial worry (p = .009).
Medical cost concern was not found to significantly impact FACT-G scores however
demographic data indicated that 94% of the 68 participants had health insurance, which may
have impacted this finding. Chronic illnesses typically require extensive medical management
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which is associated with increased costs. The financial burden of chronic diseases can impact life
quality.
While there are interventions that have been developed to improve the adoption of HPB
in the Latinx population, these programs often have low participation rates (Adjei Boakye et al.,
2018), high attrition rates (Cannon et al., 2020), and these practices may not be sustainable for
long periods of time (Aguayo-Mazzucato et al., 2019). To improve overall participation rates for
intervention programs that support health promoting behaviors, it is key that the perceptions of
high-risk populations are well understood. Comprehension of these perceptions can be applied to
better modify healthcare practices and social policies to support individuals in receiving the
support needed to adopt HPB and prevent chronic illness.
Interventions found to successfully prevent or minimize chronic disease severity are
available. Despite their availability, several factors can impact engagement with these
interventions. Adjei Boakye and colleagues (2018) investigated how sociodemographic factors
impacted participation in diabetes self-management education (DSME) among people living in
the US diagnosed with diabetes. Analyzing responses from the Behavioral Risk Factor
Surveillance System (BRFSS) between 2011 through 2013, researchers examined variables
related to diabetes education, sociodemographic and patient characteristics, and diabetes selfmanagement behaviors. Engagement in DSME was significantly decreased in Latinxs (p = .002)
when compared to NLW. Sociodemographic factors, such as lack of health insurance (p = .02),
lower levels of education (p < .001 for people whose highest level of education was high school
graduate or less) and annual household income less than $25,000 (p < .001) were also
significantly associated with decreased engagement. Latinx people are more likely to not have
health insurance, have lower levels of completed education and lower annual household incomes
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when compared to NLW. Meanwhile those who engaged in DSME, were more likely to engage
in health promoting behaviors such as physical activity, and frequent glucose testing. There are
various confounding factors that can impact Latinxs in engaging in interventions designed to
improve health and decrease chronic disease risk.
Once engaged, retention has also been found to limit the benefits of interventions that
promote HPB. The National Diabetes Prevention Program (DPP) lifestyle change program, has
been found to improve health outcomes in minority populations. The aim of the DPP is to engage
people in HPB prior to elevated risk factors, such as increased BMI, or age. Retention in the DPP
program was assessed over a 5 year time period (2012-2017) to examine the characteristics of
those most at risk for program attrition (Cannon et al., 2020). In addition to demographic and
attrition data, health, and physical activity data were also evaluated. At both week 4 and week
18, attrition rates were significantly higher (p <.001) in people under the age of 55, Latinx, with
BMI less than 30, and no physical activity. Interventions to improve HPB and prevent chronic
illnesses are effective for people who enroll and actively engage in these opportunities.
Identical factors that negatively impact participation in health promotion programs have
also been found to decrease the sustainability of health promoting behaviors (HPB) in Latinx
people. Sociodemographic factors such as limited transportation, access to healthy foods, and a
lack of areas for physical activity, have all been found to decrease engagement in positive health
behaviors (Aguayo-Mazzucato et al., 2019). Even if Latinx people can participate in
interventions that educate and promote HPB, sustaining these behaviors can be difficult due to
socioeconomic barriers.
In addition, chronic diseases cause a significant strain on the US economy. Health
expenditures in the US are approximately double that of other high-income countries, however,
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population health outcomes such as life expectancy and quality of life are lower (Papanicolas et
al., 2018). National health expenditures continue to rise and are estimated to account for nearly
18% of the Gross Domestic Product (Centers for Medicare and Medicaid Services, 2019). This
expense is projected to continue to rise sharply. These projections are based on data collected
prior to the global COVID-19 pandemic. While the long-term impact of this pandemic is widely
unknown, it is highly probable that this will accelerate the increase the healthcare costs in the
US. Economic costs severely impact people living in the US, as much of the healthcare spending
occurs at the household level. Health spending from households was only second to that of the
government, 28% vs 29% respectively (Centers for Medicare and Medicaid Services, 2019). This
indicates that many people pay significant portions of their healthcare out-of-pocket, which
reduces funds available for other expenses such as food and housing.
The economic impact of chronic disease is not strictly limited to direct healthcare costs.
Chronic disease significantly contributes to a decrease work productivity related to both
decreased productivity at work and absenteeism (Besen et al., 2018; Mitchell & Bates, 2011).
Chronic diseases impact the American population on both a national and household level and are
not just limited to those who are diagnosed with chronic diseases. It is important for both
population and economic health that the correlates of health management self-efficacy of Latinx
people are understood to develop interventions that attract, attain, and yield successful long-term
adoption of health promoting behaviors in the Latinx population.
Chronic diseases can limit work productivity by requiring an employed person to miss
work, or absenteeism. Researchers utilized longitudinal data to gain a better understanding of the
impact that chronic disease onset can have on productivity and receiving social security (Besen
et al., 2018). To examine this, Besen and colleagues analyzed data from the Panel Study of
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Income Dynamics (PSID), which collects longitudinal data on the topics of employment, health,
and demographic data every two years. Logistic regressions were used to analyze the data and
results indicated that people with heart conditions were significantly more likely to have work
productivity loss (p < .001) than those without chronic illnesses. Work production reduction
related to chronic disease is not limited to people missing work, but also can impact work
efficiency or presenteeism. Mitchell and Bates (2011) evaluated both absenteeism and
presenteeism related to productivity loss in a cross-sectional study using data from the Health
Risk Appraisal (HRA). These findings demonstrated that having two or more chronic conditions
doubles the number of absent days when compared to those who have no chronic conditions (3
vs 1.4 days respectively). There was a bigger discrepancy in unproductive days, which yielded
results indicating that those with two or more conditions had an average of 20 unproductive days,
which was five times greater than those with no chronic conditions. Chronic diseases can impact
work productivity through increased absenteeism and presenteeism.
The toll of chronic disease significantly impacts most people living in the United States.
The human toll of chronic disease is massive as these conditions are the leading causes of death
and can significantly reduce the quality of life. For both individuals and the nation, chronic
diseases create financial strain, as treatment and management costs are expensive, and work
productivity and efficiency are negatively impacted. Chronic illnesses typically have a slow
onset, which creates an opportunity to intervene. While poor lifestyle factors can increase the
development of chronic disease, health promoting behaviors can impede or prevent these
conditions. Latinxs are more likely to develop chronic diseases and experience negative quality
of life when compared to NLW. Furthermore, Latinxs are more likely to have a lack of resources
to initiate, adopt or maintain HPB than NLW. To improve outcomes, it is important that Latinx
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perspectives on disease prevention and HPB adoption improve motivation, participation, and
adherence that reduce the risk of chronic illness.
The aim of this study is to investigate the relative impact of aspects of health, built
environment, and key demographic domains on HMSE of a national sample of Latinx adults.
Furthermore, to better understand the unique role of gender, an analysis was performed initially
for the entire sample and then separately for males and females.
Theoretical Framework
This research will apply the health promotion model (HPM), critical race theory (CRT),
and intersectionality to guide the investigation of HMSE in a national Sample of Latinx people.
The primary models applied are HPM and CRT. Intersectionality will be applied secondarily to
further examine the impact gender may have on HMSE.
Nola Pender’s HPM was developed to explain the various factors that can influence the
adoption of HPB (Murdaugh et al., 2019). In addition to individual characteristics and
experiences, the HPM identifies behavior-specific cognitions and affect as factors that correlate
to HPB adoption. Behavior-specific cognitions and affect are perceptions that can be modified to
influence lifestyle modifications. Self-efficacy, or the confidence on one’s ability to accomplish
a goal, is a component of behavior-specific cognitions and affect.
Critical race theory (CRT) will also be used to guide this study. With the application of
CRT, investigators acknowledge the existing racism that is implicitly and explicitly embedded
into society (Delgado et al., 2017). Disparities in chronic disease development and severity are
consequences of racist policies, and interest convergence. Additionally, medical care and
interventions are predominantly based on NLW males which can vary from other
races/ethnicities and genders. Furthermore, CRT researchers are intentional in safeguarding
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against racist undertones in their own work, from design to dissemination, (Graham et al., 2011).
The application of CRT necessitates researchers to acknowledge, address, and work towards
diminishing racism in society.
In this study, intersectionality is applied to detect compounding effects that ethnicity and
gender may have on HMSE. Frequently, researchers and healthcare providers investigate and
address problems of individuals as members of one specific group, such as race, ethnicity, or
gender. However, individuals are concurrently members of multiple groups. The combination of
certain groups can heighten the effect of disparities (Cho et al., 2013). In addition to examining
the correlates of HMSE in a national sample of Latinxs, the sample will then be divided by
gender to observe any variations that exist between genders.
Contribution to the field
Applying and building upon current knowledge and guided by the health promotion
model, critical race theory, this study will identify correlates of health management self-efficacy
in a national sample of Latinx adults. Additionally, intersectionality will be applied to assess the
magnified impact of ethnicity and gender. The sample will be analyzed together, then split by
gender. Results generated from this study will contribute to society in the following ways:
1. Chronic disease impact: Results from this study will provide information on the
factors that shape health management self-efficacy in Latinxs. The best way to
combat chronic illness is to prevent it in the first place. Chronic illness can be
prevented by health promoting behaviors like diet, exercise, and routine medical
care. However, there can be barriers to routinely engaging in such behaviors. By
understanding the variables that can influence one’s confidence in achieving
health promoting behaviors and reducing chronic disease risk
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2. Health care and delivery: The goal of healthcare is to promote and support health
and wellness. Currently, most medical treatments are based on the findings of
non-Latinx White males. Findings from this study can be used to provide care that
is relevant and addresses significant factors specific to culture and gender. A
major component of providing care is empowering individuals to manage their
health. Providing support and building one’s confidence to initiate and maintain
health promoting behaviors, healthcare professionals enable individuals to be
proactive in mitigating health issues. Furthermore, findings from this study can be
incorporated into initial and continuing health provider education so that future
and current providers are better informed on how to best treat and manage the
health and wellness of Latinx people.
3. Interventions and resources: There are interventions and resources that have been
effective in reducing or preventing chronic disease for at high-risk populations.
However, participation and attrition rates are low. The results of this study can be
used to advise the factors that promote more participation in existing health
promoting behavior programs and utilization of resources.
4. Health & social policy: Health promotion and disease prevention are not
independent of other facets of life, such as housing, transportation, built
environment and education. Systemic racism built within health and social
policies contribute to low self-efficacy of minority populations, which in turn
perpetuates systemic racism. The results from this study will provide data to
inform policy development that can promote equity and diminish health
disparities through health promotion.
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Methodology
This research will employ a quantitative approach to examining the correlates of health
management self-efficacy in a national sample of Latinx people. Data from the 2018 National
Survey of Health Attitudes will be analyzed. This dataset has responses from 7187 individuals,
920 of whom identified as Latinx. The survey included questions pertaining to this research, like
aspects of health and wellbeing, built environment, and demographic data. Responses to relevant
survey questions were selected for analysis. The dependent variable is health management selfefficacy. Three domains containing aspects of health-, build environment- and demographic level
variables will be analyzed. Hierarchical regression modeling will then be used to analyze the
data.
This dissertation is organized into six chapters. Chapter I included the background
statement of the problem, rationale, and theoretical frameworks, Chapter II will provide an indepth discussion of the theories used to guide this study and pertinent literature. Chapter III will
provide detailed methods used in this study including dataset and sample population background,
operationalization of variables, and statistical methods used to analyze data. Chapter IV will then
present the results for all variables measured. Chapter V will discuss the implications of the
results, and how the results are supported or refuted by current research. Lastly, Chapter VI will
provide an overview of study limitations, implications, and future research.
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Chapter 2: Literature Review
The purpose of this chapter is to describe the theoretical frameworks employed in this
study, review relevant literature as it is related to health outcomes of Latinx people, as well as
the effect ethnicity and gender have on healthcare outcomes. The central research question of
this study focuses on the domains of aspects of health, built environment, and key demographic
variables which contribute to the health management self-efficacy (HMSE) in the Latinx
population. This research will serve as a resource to develop methods that increase participation
and long-term adoption of HPB, as well as an instrument to help support meaningful healthcare
and policy changes that enhance the opportunities for Latinx people to live healthier lives. A
connection between the academic concepts, theories, and research is given to ground the
domains used in this dissertation
Theoretical Framework
This section is an explanation of the theoretical frameworks that will be used to better
understand the impact of the following domains: aspects of health, built environment, and key
demographic variables on the health management self-efficacy of the Latinx population.
The theoretical frameworks section will present three theoretical models, primarily the
health promotion model (HPM), critical race theory (CRT), and secondarily intersectionality.
These frameworks will be used to guide the examination of health management self-efficacy as
well as the domains. First, a general summary of the HPM will be presented, followed by a
description of how this model will be applied in this study. Additionally, the model will be
defined, and each level will be provided. Secondly, there will be a summary of CRT and how
this theory is rooted within the HPM. Following this, a review of the intersectionality theory will

23

be provided as it relates to both HPM and CRT. Figure 1 illustrates the connection between the
HPM, CRT, and intersectionality and how these theories are applied to this body of research.

Figure 1
Theoretical Model

24

Health Promotion Model
The Health Promotion Model (HPM) is a middle range nursing framework that examines
the various factors that can affect an individual’s ability to adopt HPB (Murdaugh et al., 2019).
In the HPM, Health Promoting Behaviors (HBP) are defined as behaviors that an individual can
engage in to achieve or maintain health and wellbeing proactively, rather than an action that is
reactive to disease threat (Murdaugh et al., 2019). The HPM components are derived from both
social behavior and nursing concepts. The HPM is comprised of three main components:
individual characteristics and experiences; behavior-specific cognitions and affect; and
behavioral outcomes. The internal and external factors of an individual, predict the likelihood of
successful HPB adoption.
Individual Characteristics and Experiences. Prior experiences with HPB and relevant
individual characteristics have been identified as strong predictors of HPB engagement. A
descriptive study by Keegan and colleagues (2012) examined physical activity levels in
individuals with spinal cord injuries. Participants with a history of routine physical activity prior
to their spinal cord injury were found to significantly be more likely to participate in physical
activity after their injury (p < .001). These findings demonstrate how an individual’s past
experiences with healthy behaviors are likely to affect their ability to attain health promoting
behaviors.
Relevant individual characteristics, such as biological, psychological, and sociocultural
factors, have also been found to be key indicators of HPB success. Hepburn’s (2018) study
examined the variables associated with HPB among Black urban women. Hepburn concluded
that participants who were obese were also less likely to participate in HPB, such as seeking
routine medical care (p < .05), eating a healthy diet (p < .05), and routinely exercising (p < .05).
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Additionally, women with less than high school education were found to also have poor health
literacy capabilities (p = .001). Significant findings from these studies demonstrate how
individual characteristics can influence the ability to achieve HPB. It is important to consider an
individual’s characteristics to identify areas that can influence the adoption of HPB.
Behavior-Specific Cognitions and Affect. Perceptions of supportive and hindering
factors can also significantly impact an individual’s ability in achieving HPB. These factors
include self-efficacy, perceived barriers, perceived benefits, and activity related affect
(Murdaugh et al., 2019). Self-efficacy has been noted to have a positive correlation to HBP
(Hepburn, 2018). Results from Hepburn’s (2018) study identified self-efficacy to have a
moderate positive correlation to HPB (p < .01). Self-efficacy was measured using the New
General Self-Efficacy Scale (NGSE). Participants with higher scores on the NGSE were more
likely to partake in HPB. In addition, research findings have also indicated that perceived
benefits of exercise and physical activity were associated with increased participation in physical
activity (Keegan et al., 2012). Keegan and colleagues demonstrated that perceived benefits of
exercise and physical activity were associated with increased participation in physical activity.
Perceived benefits were measured utilizing the Outcome Expectations for Exercise Scale, a
Likert scale, which was modified for the study. Participants from this study were more likely to
participate in physical activity if they had a strong belief in the benefits of exercise. An
individual’s perceptions of the HPB are an important factor in achieving HPB. While individual
characteristics and experiences are not modifiable, perspectives and perceptions could be adapted
to support HPB adoption.
Interpersonal and situational influences have also been found to significantly impact
HPB. Social support from peers (Ramchand et al., 2017), and healthcare providers (Perez Jolles
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et al., 2019) can enhance or deter HPB adoption. Furthermore, situational factors such as
environment (Titus & Kataoka-Yahiro, 2019) can impact HPB adoption. Relationships and
interactions that one has with their environment, whether it be social or physical, also need to be
considered when studying the correlates of HMSE.
Peer support can be supportive or a hindrance in the adoption of HPB. Ramchand and
colleagues (2017) conducted a systematic review and subsequently developed an evidence map
based on the findings. The evidence map provides a visual summary of the systematic review
results. A total of 116 studies were included in the systematic review and evidence map. Of these
116 studies, 12% were interventional studies targeting minority/ethnic populations, and 25%
were comprised of only female participants. Researchers identified nine outcome categories, two
of which were behavioral outcomes and knowledge, attitudes, beliefs, and perceptions.
Additionally, the studies were categorized by peer support type, group-based, dyadic, or a hybrid
of both group and dyadic interventions. Within support type, the role of the peer supporter was
broken down further to describe the role of the peer (counseling, education, facilitation, support,
or case management). Results of the systematic review indicate that “knowledge, attitudes,
beliefs, and perceptions” are measured more often in group-based (62 instances in 57 studies)
and hybrid interventions (10 instances in 10 studies) than in dyadic interventions (19 instances in
49 studies). Behavioral outcomes were commonly measured in all three intervention categories,
group-based, dyadic, and hybrid (84, 48, and 20 instances, respectively). Group-based
interventions with peers who had an education or facilitator type role yielded more positive
results than negative or no difference when compared to the control group. Dyadic interventions
yielded more positive behavioral outcomes than negative or no different than the control when
peers had a supportive role. The same result was noted in hybrid studies when peers were in an
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educational-type role. On the contrary, this systematic review also identified studies in which
peer-supported interventions were found to have a negative effect when compared to the control.
While negative outcomes were less common than null or positive outcomes, there were instances
in which peer-supported interventions had equal or greater negative outcomes for knowledge,
attitudes, beliefs, and perceptions or behavior than positive outcomes. In group interventions,
there were two studies that yielded negative results in participant behavior outcomes, while there
was only one study that yielded positive results. Peers who had a supportive role in dyadic
studies also yielded more negative than positive outcomes (three vs one respectively). However,
this was noted in knowledge, attitudes, beliefs, and perceptions outcomes. In studies that
included a hybrid intervention model, knowledge, attitudes, beliefs, and perceptions outcomes
yielded an equal number of negative and positive outcomes (three vs. three) when peers assumed
a counseling type role. It should be noted that study outcomes in all peer-supported intervention
studies most frequently yielded no difference when compared to the control. While findings
provide guidance in how peer-supported interventions can influence outcomes, there are several
limitations. Only 12% of the studies focused on racial/ethnic minorities. The sub-groups of the
minority populations were not described. Furthermore, this systematic review only included RCT
studies. Additionally, researchers acknowledged that some outcomes would best be measured
over time and that there is a greater need to link short-term outcomes with long-term behavioral
changes. Peer-supported interventions are frequently used, however, there is a need to better
understand how peers can best support each other in HPB adoption.
In addition to peer support, provider support can also influence HPB. Perez Jolles and
colleagues (2019) sought to identify the factors that influence shared decision-making with
health providers in minority populations. A total of 18 studies were included in the analysis.
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Findings from this study identified that most minority populations, within the studies reviewed,
reported patient barriers to shared decision making (SDM). Provider-level factors were identified
in five studies. These factors included provider willingness to consider patient preferences,
disclosure of risk/harm in health screenings, provider schedules, and quality of patient-provider
relationship. Systemic factors, such as accessibility to health care and mistrust in the healthcare
system, were also found to impact SDM in two studies. Overall, the systematic review did not
identify a uniform SDM preference across minority populations. This could be a result of the
grouping of minority populations together, rather than separately. The researchers cited this
grouping as a limitation but due to the lack of racial and ethnic reporting in the selected studies,
it was necessary to assess the findings together. Regardless, the patient-provider relationship was
commonly identified as a factor in SDM in minority populations.
The HPM also identifies situational influences as a factor that impacts HPB. Titus and
Kataoka-Yahiro (2019) reviewed the literature to identify barriers Latinx people encounter when
accessing care related to Type 2 Diabetes (T2D). Moreover, this systematic review was aimed at
identifying barriers to care since the enactment of the Affordable Care Act (ACA). The ACA
was developed and passed with the aim to improve access to quality healthcare. A total of twelve
articles were included in this review. Barriers identified in the included studies were sorted into
three categories: self, provider, and environment. Environmental barriers were identified in 25%
of the studies. The environmental barriers identified included: distance to resources, poor quality
of care at health centers, and perceived neighborhood problems. Titus and Kataoka-Yahiro
noted that while environmental barriers were identified in a quarter of the studies, it was
suspected that environmental factors may not have been the primary focus of most of the studies
analyzed, and therefore not explored. Titus and Kataoka-Yahiro, as did Perez Joelle and
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researchers (2019), characterized a lack of cultural congruency with treatment options offered by
providers. While this topic was explored in the previous section, this finding also applies to
situational influences. As noted in Figure 2, situational influences are not just overt
environmental factors but also include options, demand characteristics, and aesthetics. Treatment
options that are not congruent with one’s culture may require additional efforts and demands.
Nola Pender’s Health Promotion Model (HPM) will be used to guide this study as it
“identifies background factors that influence health behaviors” (Pender, 2011, pg. 2). This
nursing model examines key areas that can be modified through nursing interventions, to help
achieve a healthy lifestyle. The HPM acknowledges that there are both internal and external
factors that influence health behaviors. Internal factors include the self-examination of risks and
benefits, while external factors refer to social and environmental considerations that can hinder
or promote the ability to engage and continue in healthy lifestyle behaviors. Using the HBM to
guide this study will help identify the behavior specific cognitions and affects that are key to
achieving positive lifestyle behaviors that prevent or delay the development of chronic diseases.
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Figure 2
Health Promotion Model (Adapted)
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Critical Race Theory
With the focus on the Latinx population, it is necessary to incorporate critical race theory
(CRT) in this study. CRT urges researchers to view questions, methods, findings, and
interpretations through the perspectives of the minority population being studied (West et al.,
1995). CRT addresses the normalcy of racism within society. Racism is embedded into daily
life, and it is part of laws and policies that guide health, the economy, societal norms, and
subconscious actions. Additionally, NHW people are unable to comprehend and perceive the
racist microaggressions that minority people face daily because as the dominant race, they are
not aware nor exposed to these constant microaggressions. Due to of the lack of perception and
experience related to racism, it is important to incorporate the participation and lived experiences
of minority populations.
The basic tenets of critical race theory revolve around the role that racism has within
society (Delgado et al., 2017; Graham et al., 2011). The first tenet focuses on the commonplace
role that racism has within society. These are daily actions and attitudes that minority people
perceive as microaggressions yet are not viewed as such by the majority NHW population. While
some of these racist actions and attitudes may be subconscious and not intended to be racist, this
further demonstrates the normalcy of racism in society. Interest convergence is another tenet of
CRT. Racism helps advance and support the power of the NHW population. Therefore, there is
little motivation to end racism or racist policies due to the loss of power and control that NHW is
accustomed to. The next tenant, social construction serves as a reminder that concepts like race
and ethnicity are social constructs. These constructs, while they may group people with similar
features, are not based on genetics or biological ideas. Rather, these groups are frequently used to
stereotype and compare social groups. The status of people of minority groups changes as the
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need and “usefulness” change in the perspective of the dominant society. A current example of
this can be noted in people of East Asian descent who had been viewed as “model immigrants”.
However, since the spread of the Coronavirus pandemic, this group is wrongfully being blamed
and assaulted for the cause and spread of the virus. Intersectionality is another tenant of CRT.
Intersectionality focuses on the idea that people cannot and do not fall into a single category, like
race or gender, but rather these identities overlap and can contrast each other. This tenant is also
a theory that will be used to guide this study and will be described in more detail later in this
chapter. The last of the central tenets that make up CRT is the lived experience of minority
groups. People who experience racism are the ones who can best describe and interpret it. NHW
people are not likely to experience race and racism to the same extent and therefore are not able
to provide suitable levels of insight, interpretation, and evaluation.
The application of CRT is evident in the variables and domains within this research. The
experience of race and racism is present in all the components of the HPM. As noted in the
central tenets of CRT, race and racism are part of an individual’s own characteristics and
experiences. Racism and microaggressions faced daily by minority populations mold behaviors
and perceptions. Racism is associated with negative mental and physical health outcomes
(Paradies et al., 2015). Implicit bias of healthcare providers is not different than that of the
general population (Hall et al., 2015). This can lead to microaggressions, mistrust, and
miscommunication among minority populations and their healthcare providers. Additionally, this
can also contribute to misdiagnosis and inadequate treatments of health conditions, as most
treatments and interventions are based on the NHW male population (De Leon & Winokur,
2022; Haughton et al., 2018). Self-efficacy, molded by race and racism, can be noted by
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observing how factors of health and wellbeing as well as community factors, affect one’s own
perception of self-efficacy in the prevention and management of health and wellbeing.
Mental and physical health are impacted by racism. A seminal meta-analysis conducted
by Paradies and colleagues (2015) aimed to assess the relationships between racism, and mental
and physical health. This comprehensive systematic review and meta-analysis included 293
studies, and data from 333 articles, as some articles were derived from the same study. Overall
findings from the meta-analysis when assessing outcomes indicate that racism had a significant
negative association with mental health outcomes. There were no significant findings on the
relationship between racism and physical health. Moderation analysis was performed and there
were disparities in the results by ethnic groups residing in the US. This analysis indicated that
Latinxs have a significantly larger effect size between racism and both negative physical
(p=.001) and mental health (p < .001) outcomes when compared to non-Latinx Blacks (NLB).
Racism significantly impacts health outcomes; therefore, it is imperative to consider the role of
racism when examining health management self-efficacy in a minority population.
Healthcare is not immune to systemic racism and can be detected at the clinician level.
Healthcare providers have similar rates of implicit bias as the general population. A systematic
review aimed to seek evidence of racial/ethnic implicit bias among healthcare professionals, and
if these implicit biases impacted healthcare outcomes (Hall et al., 2015). Of the 15 studies
included in the review, 14 of these studies yielded results demonstrating low to moderate levels
of implicit bias against people of color. In this study, “people of color” were defined as NLB,
Latinxs, and “darker-skinned” individuals. Four studies specifically examined implicit bias
against the Latinx population. The results from these four studies indicated moderate levels of
implicit bias against Latinx people. When assessing the impact that implicit biases had on
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healthcare outcomes, researchers examined 4 different outcome types: patient-provider
interactions, treatment decisions, patient treatment adherence, and patient health outcomes.
Results from the 10 studies that included outcome data were not conclusive, however, it was
observed that implicit bias was most associated with negative provider-patient interactions.
While this review was comprehensive, the authors did concede that more research needs to be
done in the realm of implicit bias in healthcare providers and that their work provides a
preliminary assessment. Furthermore, in reference to Latinx populations, less than a third of the
included studies included information pertaining to Latinx people. Lastly, 87% of the studies
were a cross-sectional design. Healthcare outcomes, especially chronic illnesses, can occur over
a prolonged period. Therefore, there is a need to study how implicit bias can impact healthcare
outcomes over a long period. Chronic diseases are not typically caused by one solitary event but
rather prolonged exposure to risk factors and missed opportunities to minimize risk.
Health and disease knowledge is based predominantly on NLW, and more specifically,
NLW males. Acute coronary syndrome (ACS), known more commonly as a heart attack, is one
of the leading causes of morbidity and mortality in the United States. In a review of disease
manifestation of ACS by De Leon and Winokur (2022). ACS symptoms and presentations are
described by race/ethnicity, sex, and age. While ACS is common across all ethnicities and sexes,
the presentation of ACS can vary in these groups. Latinx populations were more likely to
describe difficulty breathing and low energy. Women were also more likely to present with
complaints of shortness of breath, and low energy, and were less likely to have chest pain. As
outlined in De Leon and Winokur’s work, while there is an array of ACS presentations,
laypeople delay seeking care, and medical professionals misdiagnose ACS because of the
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“atypical” presentations that are taught to the public and in healthcare provider education. This
disparity is not just specific to ACS, as it is prevalent in many chronic diseases and interventions.
Disparities in healthcare can not only be attributed to disease presentation, but also to
interventions. As described previously, knowledge about diseases is predominately based on
studies that predominantly included NHW. The same is true of interventional studies. In a
systematic review, the authors aimed to examine the inclusion of different races/ethnicities in
behavioral weight loss trials from 2009 through 2015 (Haughton et al., 2018). When compared to
an earlier systematic review, findings from this study did indicate an increase in diversity within
these interventional studies. The sample population of NLB participants increased from 14% to
18% and Latinx participants increased from 5% to 9%. While there have been increases in the
participation of minority populations, most research findings are based on the results of NLW
populations. These examples highlight how public health efforts and health provider curricula
are grounded on information that primarily serves the dominant race.
The primary aim, analyzing the correlates of self-efficacy in the Latinx population as it
relates to maintaining health and wellbeing, acknowledges that there are differences between
Latinx and NLW people. This is evident in the health disparity outcomes faced by Latinx people,
especially with chronic diseases and preventable diseases. There is evidence that demonstrates
low participation and high attrition rates in interventions that target Latinx people who are at risk
for developing chronic illness (A. L. Nguyen et al., 2017; Torres et al., 2020). While
interventions have been developed to help this population group, there is still a barrier that exists
that prevents or hinders full participation or adoption of these methods to prevent chronic illness
and maintain health.
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Nguyen and colleagues (2017) sought to identify the barriers of Latinx participation in a
clinical study. Participants in this descriptive study were people who declined to participate or
dropped out of a study aimed at examining an intervention for Latinx people with diabetes.
Participant responses were noted at the time of consent or during follow-up. Reasons for not
participating included lack of interest, such as not needing help, and lack of trust. Participants
that were lost to follow-up of the RCT (56% of people enrolled in the study) were primarily lost
to the inability to remain in contact. This was the reason in approximately 60% of the
participants were lost to follow-up. In addition to not returning calls, or not answering the door
for the research team, this was also due to disconnected phones, and incorrect information was
provided. To learn more about Latinx populations, it is important that researchers mitigate
factors that discourage participation.
Contrary to the study by Nguyen and colleagues (2017), Torres and colleagues (Torres et
al., 2020) interviewed participants who completed study participation to learn more about the
factors that affected their engagement. The qualitative study interviewed approximately 20% of
the participants in a pilot intervention RCT. The themes identified from semi-structured
interviews included relevance to the participants, trust, and respect of the study team, and
convenient location. According to the participants the intervention topic, alcoholism, was
relevant to them and was a way to improve their life. The RCT intervention and the qualitative
interviews took place in a community center. As a central hub, the research team could engage
with the sample population. Because of this exposure to the research team, participants felt that
they could trust the research team. The community center was also a spot where employers could
find day laborers. This location made participation easy, as it was in a location where they were
and could be done while waiting for work. To improve the participation of Latinx participants in
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research studies, potential participants should understand how the study is relevant to them,
trusts the research team, and is convenient to the participants.
To properly examine health related research that focuses on the Latinx community it is
key to view problems, results, and interventions with the relevant anthropological factors that are
distinct from the majority group. With the application of critical race theory, results and
interpretations from this research will have a greater and more meaningful impact that can
contribute to the reduction of healthcare disparities.
Intersectionality
Intersectionality urges researchers to view individuals as members of various groups
rather than belonging to one specific group. A person is a member of various biological and
social groups simultaneously. Belonging to some groups can compound social inequities that one
can face. For example, a female who belongs to a minority group experiences discrimination
differently than a male of a minority racial group or of a woman who belongs to the majority
racial group. Crenshaw (1989) coined the term when examining several court cases where Black
female plaintiffs faced discrimination, not because they were Black or female, but rather because
they were Black and female. Furthermore, Cho, Crenshaw & McCall (2013) describe
intersectionality as not only viewing the differences but viewing the sameness of people in
various groups. Intersectionality forces the researcher to consider that people live on a
continuum, within various social categories that uniquely impact their internal perceptions and
experiences with the world. The differences between and within groups must be considered to
investigate and begin to resolve social justice issues. By using the research lens of
intersectionality, the results and analysis will incorporate the differences and similarities that
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social and biological groups face in developing and achieving self-efficacy when it comes to
maintaining health and wellbeing.
The core concepts of intersectionality revolve around analyzing the relationships of social
and biological groups (Hill Collins, 2019). Appropriately, relationality is the first core concept of
intersectionality. When using an intersectional lens, the researcher observes how groups are
connected and differ in relation to each other. In other words, relationality examines how groups
intersect with each other. The concepts of power, social inequity, social context, complexity, and
social justice are how the relationships of groups are examined. By observing how some groups
gain power while others are suppressed from attaining it, the sources of social inequity are
identified. The real-life ways that these inequities manifest to allow for researchers and social
justice advocates to better understand when, and how this proliferates throughout society. Since
intersectionality exists across several planes, problems and their solutions are complex and must
be examined through various relationships such as race, ethnicity, gender, and socioeconomic
status. While these complexities exist limitlessly, the onus is on researchers and social justice
advocates to determine the most relevant intersections to develop meaningful insights and
solutions to social justice issues (Cho et al., 2013). The goal of intersectionality is to view
problems and develop solutions to social inequities that exist. Therefore, the application of these
findings is a key component of intersectionality. The social justice component implores
researchers to not only develop new knowledge but also use information to drive, support and
achieve changes that begin to achieve social equity and justice.
The application of intersectionality endorses an assessment of the intersection of certain
characteristics of groups of people. In addition to examining Latinx people, this study will take a
deeper of the relationships that exist between health management self-efficacy, various
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independent variables, and gender. While discrimination against women occurs across racial and
ethnic groups, Latinx women face more profound challenges than NHW women, and Latinx
men. Examples of these disparities include lower levels of self-efficacy of Latinx women than
Latinx men (Mansyur et al., 2016) and decreased likelihood to seek healthcare due to
discrimination faced in healthcare when compared to NHW (SteelFisher et al., 2019). The
application of intersectionality in this study urges that the Latinx population is not just viewed
together, but also by gender due to the complex intersection of ethnicity and gender.
Mansyur and colleagues (2016)conducted a secondary analysis to observe gender
differences and acculturation with respect to self-efficacy in Latinx people with diabetes. This
study was a secondary analysis from an RCT that tested the efficacy of a culturally tailored
intervention for Latinx people with diabetes. There were four comparison groups that were
evaluated: English-speaking men, Spanish-speaking men, English-speaking women, and
Spanish-speaking women. With respect to self-efficacy, the variance between the groups
approached significance (p = .073). Both English- and Spanish-speaking women perceived lower
levels of self-efficacy than their male counterparts. While self-efficacy was lower for Spanishspeaking individuals than for English-speaking individuals, Spanish-speaking women had the
lowest self-efficacy among the whole group.
While women often face discrimination, Latinx women are more likely to face higher
levels of discrimination when compared to NLW women. SteelFisher and colleagues (2019)
investigated gender discrimination experiences of women in the US. The sample population was
derived as a sub-set from a larger study examining discrimination experiences from a national
sample of various marginalized populations in the US. Approximately 18% of women surveyed
had experienced discrimination when going to see a healthcare provider. While not statistically
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significant, 20% of Latinx women experienced discrimination in the healthcare setting. While
discrimination was experienced at similar rates in women, Latinx women were statistically
significantly (p<.05) more likely to have avoided a health care service or provider because of
discrimination concerns when compared to NLW women, 19% vs 7% respectively. While
discrimination against women is present in healthcare settings, it is more likely that
discrimination deters Latinx women from seeking appropriate healthcare.
In this study, intersectionality is employed to better understand if and how gender roles
have an on HMSE in Latinx adults. Minority populations, such as Latinx people, often face
social, economic, professional, and health disparities. These inequities also exist within female
populations. Traditional gender roles, such as machismo and marianismo, can deepen disparities
within racial and ethnic groups. As described previously, marianismo is submissive feminine role
in which women care for familial needs before their own. Marianismo identifies women as
subservient to their partners, children, and parents, forming gender inequities within Latinx
populations. The impact of belonging to both marginalized ethnic and gender groups multiplies
the detrimental inequities each group experiences separately(Cho et al., 2013). In a recent study,
researchers examined inequities of pay and benefit gaps between race, ethnicity, and gender from
1982 through 2015 (Kristal et al., 2018). Discrepancies were believed to be a result of
marginalized populations commonly working in jobs that were low wages with low benefits.
However, NHL women did begin to minimize the wage gap as there was a rise in education and
an increase in higher-paying occupations. Black and Latinx women, however, continue to
experience widening pay gaps as higher levels of educational attainment are not on par with
NLW. Additionally, Latinx and Black women were found to have the highest disability levels
among NLW, Latinx and Black men, and NLW women (Warner & Brown, 2011). Disability is
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not only a measure of health but can also be an indication of dependence when compounded by
limited resources such as financial security. While this study focuses on health and health
outcomes, health impacts and is impacted by factors such as income, education, housing, and
transportation.
As health professionals who are responsible for providing holistic care, it is a duty for
nursing to critically assess and strategize to identify the systemic and individualistic factors that
impact their patient’s health and wellbeing. An integrative review examined the use of
intersectionality in nursing research and included 36 studies (Ruiz et al., 2021). Findings
revealed that intersectionality was often used to describe and understand health disparities among
vulnerable and marginalized populations through power inequities that occur within public and
healthcare domains. Intersectionality has been applied in nursing research. The application of
intersectionality to nursing practice has been used to promote the advocacy of marginalized
populations. This was achieved in various ways, such as the development of interventions that
decrease barriers or increase one’s ability to access health care, provide relevant education and
resources, and empowerment. Furthermore, the application of intersectionality to nursing
practice has encouraged nurses to advocate for policy changes that support the equitable
distribution of power, health, and justice.
As an inquiry to the factors that correlate to health management self-efficacy of Latinx
people, this research question is an intersectional approach to bridge the gap of social inequality
and disparities in health outcomes. In this study, self-efficacy is a type of power. It is the belief
that one has in themselves to control their own health and wellbeing. If people do not feel that
they can control their own health, there is minimal motivation to adopt and apply interventions to
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stave off preventable illness. The identification of the correlates of health management selfefficacy can help identify sources of social inequity, and how it manifests within society.
Literature Review
The following section will be used to identify the current research as it pertains to health,
ethnicity, and gender. In addition to providing a synthesis of the known literature, this section
will also identify current knowledge gaps, and connect the theoretical constructs used in this
study.
Health Outcomes Ethnicity, and Gender
Despite attempts to improve outcomes for minority populations in the US, substantial
health disparities persist. The primary aim of the Minority Health and Health Disparities
Research and Education Act of 2000 was to reduce health disparities and improve the overall
health of racial and ethnic minorities (Minority Health and Health Disparities Research and
Education Act of 2000, 2000). Additionally, The Affordable Care (ACA) sought to make
healthcare easier to access (Patient Protection and Affordable Care Act, 2010). Despite these
efforts, rates of chronic illnesses continue to climb and affect Latinx disproportionately (Odlum
et al., 2020). While the ACA did result in an increase in Latinx people obtaining health
insurance, currently 19% are still uninsured, the second-highest uninsured minority group
(Artiga et al., 2019). Furthermore, significant barriers remain hindering access to healthcare
HPB. These barriers are primarily linked to cost and access. Cost related barriers include: out of
pocket costs (Bantham et al., 2021; Mahajan et al., 2021; Titus & Kataoka-Yahiro, 2019), and
decreased public funding (Himmelstein & Woolhandler, 2016) despite evidence demonstrating
cost-saving effects (Jack et al., 2017). Barriers related to healthcare access are related to
migration status (Vernice et al., 2020; Yu et al., 2020), area of residence (Harnack et al., 2019;
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Mazurenko et al., 2018; Perez et al., 2017), navigating healthcare system (Ghaddar et al., 2018),
language barriers (Diamond et al., 2019; Yeheskel & Rawal, 2019), health literacy (Canedo et
al., 2020; Fleary & Ettienne, 2019). While interventions aimed specifically at Latinx populations
do exist, a lack of cultural aspects has impeded the adoption of health promoting behaviors
(HPB) and the success of the interventions. Cultural aspects that can affect HPB include
historical perspectives from native countries (Blasco-Blasco et al., 2020), perspectives of HPB
(Brenton, 2017; Ingol et al., 2020), and gender roles related to the familismo (Cano et al., 2020;
Hawkins et al., 2017). While there have been actions taken to improve HPB in Latinxs, more
work must be done to improve Latinx intervention participation.
There has been an increasing rate of chronic illness afflicting minority populations.
Utilizing 20 years of data (1999-2018) from the Behavioral Risk Factors Surveillance System
(BRFSS), researchers sought to examine health disparity indicators among Black and Latinx
populations (Odlum et al., 2020). The rationale for examining 20 years of data from 1999, was to
examine health disparity indicators since the passing of the Minority Health and Health
Disparities Research and Education Act of 2000. This was accomplished by indicating trends in
rates of health factors, and the widening or narrowing gaps of disparities. The sample population
included over four million respondents who were at least 45 years of age. Latinx respondents
comprised 6% of the sample population. Findings indicated significantly increased rates of
hypertension and diabetes in Latinx populations (p < .001). Moreover, when compared to NLW,
there was a significant widening of disparity gaps for both, hypertension, and diabetes, in Latinx
populations (p < .001). Despite narrowing of health disparity gaps between minority people and
NLW within the indicators of physical inactivity, uninsured, and self-reported poor health
ratings, the prevalence rates remain disproportionately high. There have been attempts to support
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the reduction of health disparities in minority populations, regrettably, this has not been enough
to dimmish disparities and improve overall health.
Cost Barriers. While health insurance can decrease the cost of healthcare, there are
added costs to maintaining health and wellness that may not be covered by health insurance. In a
systematic review conducted by Titus and Kataoka-Yahiro (2019), investigators sought to
identify barriers to access to care encountered by Latinx people with T2D. Barriers were grouped
into one of the following categories: self, provider, and environment. A sub-category of “self was
categorized as individual resources. This sub-category was predominantly comprised of costrelated barriers such as the cost of insurance, services, and medications. Despite efforts to
improve the affordability of healthcare, there are still cost-prohibitive barriers that prevent Latinx
people from receiving healthcare services.
Affordable health insurance pricing and vouchers was the primary aim of the ACA. More
specifically, the ACA was intended to increase healthcare access specifically for low- and
middle-income populations. While Latinx people are more likely to live under the poverty line,
the cost of healthcare remains a significant deterrent to accessing healthcare. Researchers utilized
data from the National Health Survey to assess health status, access and affordability changes of
racial and ethnic populations from 1999-2018 (Mahajan et al., 2021). This cross-sectional study
included just under 600,000 adult participants, 14% of which self-identified as Latinx. In
addition to Latinx people, the total sample population was stratified by Asian, Black, and White
racial groups. The prevalence of low household income (< 200% federal poverty limit) was
highest among Latinx people, estimated to be 52%. Furthermore, in 1999, 26% of Latinx people
were uninsured. While insurance coverage for Latinx people has significantly improved over the
course of 20 years (p < .001), large disparity gaps still exist between Latinx and White
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populations and insurance coverage (p < .001). Over the course of 20 years, there was a
significant increase of Latinx participants who abstained from or delayed medical care because
of cost (p = .01). Self-rated “poor or fair” health status of Latinx people did not change
significantly from the 14% prevalence rate estimated in 1999. While Mahajan and colleagues did
not examine trends for specific chronic illnesses, research presented earlier (Odlum et al., 2020)
did indicate a significant rise in hypertension and diabetes during the same time period. For
Latinx people, the cost is a significant deterrent to receiving healthcare access and negatively
impacts health.
While there may be an opportunity available to participate in no or low-cost HPB, there
are hidden costs that may not always be considered. Health promoting behaviors, such as
exercise, often require indirect costs that underserved populations cannot spare. A review of
factors that impact physical activity in underserved populations identified financial challenges as
a barrier (Bantham et al., 2021). Indirect financial constraints included transportation and gym
clothes. Despite existing low- or no-cost HPB opportunities, there may still be indirect financial
barriers that dissuade the participation or adoption of these activities.
On a macro-level, there are cost-related barriers to executing efforts to improve
healthcare access and programs that support HPB. A systematic review was implemented to
examine public health spending trends from 1960 through 2013 (Himmelstein & Woolhandler,
2016). In this review, researchers estimated that public health expenditures declined 17% over
the course of 53 years. This estimate was adjusted for inflation. Additionally, Himmelstein and
Woolhandler estimated public health spending trends from 2014 through 2023. There was a
predicted decline, estimating that there would be a 25% investment decline from 2002. This
research was published in 2016, prior to the COVID-19 global pandemic, which significantly

46

strained the global and national economy. Financial support for public health has been waning
over several decades, and recent events will require more from public health sectors.
Costs to support interventions are perceived to not provide a significant return on
investment. On the contrary, interventions, such as the use of community health workers (CHW)
reduce healthcare costs while improving healthcare outcomes. Community health workers, or
non-clinical community members that support their neighbors, have been used in vulnerable
populations to support and provide education on health topics and management. Researchers
examined the effectiveness and efficiency of CHW through a systematic review (Jack et al.,
2017). The aims were to identify if CHWs reduced costs and utilization of healthcare services
and identify if healthcare teams with CHW had more positive results than those without. Thirtyfour studies were analyzed, and substantial evidence supported that the inclusion of CHWs as
part of a healthcare team was associated with a decrease in ED use, hospitalizations, and urgent
care visits. Furthermore, there was an increase in medication adherence and preventing of
medication use. Scheduled primary care visits were also noted. Statistically significant
reductions in cost were identified in 41% of the included studies. Financially supporting
interventions, such as the incorporation of CHW, can improve outcomes while reducing costs in
healthcare for minority populations.
Access Barriers. While efforts have been made to increase access to healthcare for
people in the US, these efforts primarily target US citizens and eligible documented migrants.
Undocumented migrants have limited affordable health resource options, and remain guarded
about their migration status, and other factors that can impede proper care and treatment (Yu et
al., 2020). Yu and colleagues conducted semi-structured interviews of health care workers who
predominately serve a population of undocumented migrants in Los Angeles County. The aim of
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this qualitative study was to better understand the barriers that undocumented migrants face
when accessing primary care. A total of 19 health care workers from nine different agencies
throughout the county were interviewed. Interviews yielded themes that predominantly revolved
around deportation fears and health resources that can be difficult to access. Undocumented
migrants feared that immigration agents could detain them at health centers or were fearful of
sharing information to enroll in free-of-charge health service programs as they might lead
immigration agents to them. The intricacy of enrolling and accessing health programs not only
made it difficult for migrants to navigate, but health care workers themselves were not always
familiar with these programs. While policy changes were aimed at improving healthcare access
to people living in the US, these policies were predominantly aimed at helping citizens and
documented migrant populations. Undocumented migrants, many of whom are Latinx, face
additional barriers in accessing healthcare, including fears of deportation, and maneuvering
through a difficult healthcare system to access programs that can improve access to health
resources.
Contrary to findings from Titus and Kataoka-Yahiro (2019), the community health
workers interviewed by Yu and colleagues (2020) did not identify cost as a barrier to accessing
health services. These contradictory findings could be attributed to the source of information.
While Titus and Kataoka-Yahiro conducted a systematic review, the included studies provided
content from the perspective of the person receiving the service. Yu and colleagues interviewed
healthcare workers who provided care to people. While healthcare workers did not identify that
cost was a barrier to accessing their services, they may not be aware of cost prohibitive barriers
faced outside of the clinic. When seeking to focus on a minority population, such as Latinx
people, it is important to incorporate the lived experience to best capture pertinent aspects. These
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opposing findings demonstrate the importance of integrating CRT into research pertaining to
minority populations.
Access to health insurance may accessible, albeit limited, to non-US citizens, however,
federal and state policies deter the usage of healthcare services. Vernice et al. (2020) conducted a
systematic review to examine how anti-immigrant proposals and policies have impacted migrant
communities. Research articles published after the Immigration Act of 1990 through mid- 2020
were included. A total of 32 articles met the criteria and were included and four themes were
identified: impact of healthcare utilization, impact on women’s and children’s health, impact on
mental health services, and impact on public health. Most articles did not detect significant
decreases in healthcare utilization with proposed and enacted policy changes. However,
increased concerns related to deportation, and negative consequences of healthcare use in
reference to immigration status were a common theme. Even when not enacted, bills and
propositions that have been proposed to pit healthcare vs. migration status are noted to increase
fear and delay in seeking medical care.
Medicaid expansion, or the expanded access to Medicaid to non-elderly people with
income above the poverty line, was a key component of the ACA. Medicaid expansion was a
national mandate included in the ACA to increase healthcare access to more people. This effort
was thwarted through legal challenges, and states were no longer mandated to participate in
Medicaid expansion. Since the repeal of this component of the ACA, some states continue to
provide Medicaid expansion, however, not all states do. A systematic review by Mazurenko and
colleagues (2018) identified how Medicaid expansion supported ACA goals. The review
included 77 quantitative studies from January 2014 through September 2017, encompassing the
time after enactment of the ACA and just after the repeal of a national mandate for Medicaid
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expansion. Most studies demonstrated an increase in healthcare access, utilization of primary
care services, and identification of a primary provider. Furthermore, the expansion of Medicaid
coincided with increased glucose monitoring of diabetic patients, better-controlled hypertension,
and cancer screening. Interestingly, one study did indicate that the expansion of Medicaid
decreased insurance coverage of Latinx people, nonetheless, most did report an increase in
coverage in major ethnic and racial groups. The repeal of mandated Medicaid expansion limits
affordable healthcare accessibility for high-risk and low resource populations, including many
Latinx people based on where they live.
Spaces in which people work, live, and play is known as built environments. These
spaces play a significant role in disease prevention and development. The aim of a recent
systematic review sought to identify the built environment experiences of Latinx people living in
rural US regions (Stone et al., 2022). This review included a total of 146 studies that met the
inclusion criteria. In these articles, built environmental elements were conceptualized as
recreational areas, neighborhood safety, transportation, healthy food sources, internet
infrastructure, medical care accessibility, occupational hazards, education system, and housing
conditions. Overall, most studies were descriptive qualitative studies and did not explicitly
examine the relationships between Latinxs, the built environment, and health. Of the studies that
did examine relationships between the built environment and Latinx health, findings identified
increased risks related to physical-, behavioral-, mental- and overall- health. While there has
been some research on the built environment and Latinx health, much more research is needed to
better understand the significance of these relationships.
The built environment can impact HMSE. Researchers examined the relationship
between physical activity and the built environment by employing a walkability index among a
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group of Mexican Americans (Oluyomi et al., 2014). The walkability index was comprised of
factors including residential density, street connectivity, and land-use mix. Participants provided
self-reported accounts of physical activity. While there was a positive correlation between
walkability index and physical activity, this was only significant in men. This study suggests that
there is a relationship between the built environment, HMSE, and HPB. Furthermore, this study
also identifies gendered differences that exist in Latinx populations.
Rural areas continue to experience a rise in Latinx populations. Health resources, such as
food assistance programs, in rural areas, have limited effectiveness due to the isolated, and lowdensity characteristics that define rural America. The Supplemental Nutrition Assistance
Program (SNAP). Harnack, Valluti, and French (2019) describe how SNAP has aided families
living in rural areas, as well as current challenges that occur for SNAP participants in rural areas.
SNAP has financially supported individuals to purchase food, however, in rural areas, there is
still limited access to low-cost, healthy food options due to distance. Programs incentivizing
SNAP recipients to increase their fruit and vegetable intake exist but are limited to fresh produce.
This presents an issue in rural households, where the frequency of food shopping, and storage
options better support fruits and vegetables that are canned, dried, or frozen. Programs such as
SNAP are available to support HPB, however, there are still difficulties in maximizing resources.
Neighborhood environments can affect HPB such as physical activity. In an RCT
assessing the effect of a promotora-led, or community health worker-led, intervention to improve
physical activity researchers identified that neighborhood esthetics significantly impacted
outcomes (Perez et al., 2017). Participants were adult Latinx women living in the San Diego
area. The intervention group had access to physical activity classes throughout the week at varied
times, while women in the control group were invited to health workshops focusing on cancer
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prevention. The measures used to track outcomes included anthropometric measurements, seven
days of accelerometer data, and responses to the Global Physical Activity Questionnaire
(GPAQ). Data was collected before the start of the intervention and after 12 months. At baseline,
participant responses suggested that safety from crime, and having access to a destination near
the home were significant factors in physical activity engagement (p = .05 and p = .02,
respectively). After 12 months, researchers found a significant positive correlation between
perceived neighborhood esthetics and physical activity for participants in the intervention group
(p = .05). This finding translates to approximately 48 minutes of activity per week more than the
control group. External environmental factors can significantly impact behavior-specific
cognitions and affect the context of HPB adoption.
To better understand the health insurance literacy and awareness of the ACA among the
Latinx population, Ghaddar and colleagues (2018) conducted in-person interviews of Latinx
people living in the US along the Texas-Mexico border. Employing the use of the Health
Insurance Literacy Measure, Single Item Literacy Screener, eHEALS, self-identified health
status, and ACA knowledge questions, researchers sampled a total of 681 participants. Most
participants were predominantly Spanish speaking (74%), women (80%) with an income less
than $20,000 (84%), and a mean age of 39. A significant portion (70%) of people surveyed had
no to little knowledge of the ACA. There was a significant correlation between health insurance
literacy sub-scales one & two and ACA knowledge. Since the ACA is not available to many
foreign-born people, researchers also calculated the correlation between health insurance literacy
and ACA knowledge within a subset of participants who are born in the US. Even within this
sub-sample, there was still a significant correlation between health insurance literacy and the
ACA. The ACA was meant to improve healthcare access by making health insurance more
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accessible, especially to vulnerable populations. However, if vulnerable populations are not
familiar with the ACA, and how to access it, then it will do little to help them.
The Patient Bill of Rights (National Institutes of Health, n.d.) requires healthcare
institutions to provide information to patients in a manner in which they request, however
communication barriers continue to exist. A scoping review described the patient experience of
people with limited English proficiency (LEP) (Yeheskel & Rawal, 2019). Sixty articles were
cited in the review, 23 of which exclusively included Latinx participants. Communication
barriers were a central issue identified and identified problems with obtaining language
concordant communication and feeling vulnerable. Additionally, language barriers not directly
related to healthcare, but in healthcare settings, such as office staff, further complicated
accessing proper care. Relationships with providers were also impacted by the level of
communication LEP patients experienced. Cultural congruency was also a theme, and a lack of
cultural considerations was attributed to poor LEP patient experiences, and treatment or HPB
adherence. Latinx people have varying degrees of English language proficiency. While there are
policies that oblige healthcare professionals to communicate in a manner that their patients can
understand, communication barriers continue to exist. HMSE is difficult to achieve when you are
unable to effectively communicate with healthcare staff.
The ability to properly communicate with a health provider is key for health management
self-efficacy. In a systematic review (Diamond et al., 2019), researchers set forth to examine the
available data on language-concordant care and care quality. A total of 33 articles were included
for analysis. Care quality outcomes were then grouped together by theme, into the following
categories: primary care, diabetes care, pain management, cancer, and hospital setting. Overall,
76% of the studies demonstrated that language concordant had a positive impact on outcomes
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assessed. In both primary care and diabetes quality care categories, language coordinate care
studies had more positive quality care impact than negative (four vs two, and three vs zero
respectively). Communication strategies, such as language concordance, can influence care
outcomes.
Health literacy is an important element to consider when looking to improve HPB. This is
especially true regarding new approaches in healthcare, such as precision medicine. Canedo and
colleagues (2020) conducted a cross-sectional qualitative study to identify factors that impact
precision medicine awareness and adoption within a Latinx population. Interpretations were
gathered from six focus groups or a total of 41 participants. Findings from this study identified
that barriers to understanding and adopting precision medicine included financial (lack of health
insurance, cost of testing, lack of transportation), knowledge (overall low literacy levels, English
fluency, lack of information), migration (fear of deportation, lack of protection), and cultural
(norms and fear related to results). Facilitators for understanding more and acceptance of
precision medicine included language congruency with providers, information from well-known
institutions (health, academic, and community organizations), financial assistance, and altruism
(to provide information that may help others). It is imperative that Latinx people are provided
with easy-to-understand information with reliable resources and financial support to adopt new
healthcare information. While precision medicine is a revolutionary approach to improving
outcomes, it also requires participation from a diverse population.
Social disparities are also significant contributors to health literacy. In a secondary
analysis employing the Extended Gastwirth Index (EGI), researchers aimed to quantify
disparities within health literacy (Fleary & Ettienne, 2019). The statistical technique was applied
to examine disparities between groups, which allows for a better assessment of how social
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disparities can influence health literacy. Third to income and education, race/ethnicity was found
to be a significant (p < .001) contributor to disparities in health literacy. Furthermore, Latinx
people had the highest race-specific disparity within the race/ethnicity factor. Compounded with
factors that also significantly impact disparities in health literacy, income, and education, many
Latinx people contend with many intersectional elements that may decrease health literacy.
Many Latinx people living in the US are born outside the US or are first-generation
Americans. Because of this short-lived experience in the US, migrants view health management
self-efficacy from the experiences in their native countries. While barriers experienced in Central
American, South American, and Caribbean areas are thematically like those experienced in the
US, however, in many low- and middle-income countries there is an even greater lack of
resources and support. An example of this can be noted in a systematic review by Blasco-Blasco
and colleagues (2020). The aim of this review was to identify barriers and facilitators to
successfully managing T2D. Findings from this review identified that the Environmental Context
and Resources domain had the highest number of documented barriers. Within this domain, three
themes were identified: health system-, patient-, and environmental content. Of 60 articles, 33
cited barriers in the health system context. This included a shortage of physical resources, health
insurance, organizational weakness, and human resources. In the patient context, 43 of 60
articles identified financial issues and work constraints. Lastly, in an environmental context, 11
articles cited a lack of green spaces/infrastructure and safety as a barrier to managing T2D. The
Environmental Context and Resources domain highlights several barriers that are systemic, such
as the ones in the health system context. This makes disease management for an individual
difficult to control. If Latinx people living in the US view health management as something that
is out of their control from past experiences, then health management may be viewed as
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something that is untenable in the US as well. It is imperative to understand what the beliefs
related to healthcare are, and how they form perspectives related to health management selfefficacy.
In addition to understanding the historical context of one’s ability to manage their own
health, the onus is on healthcare professionals and policymakers to understand how the
ideologies of the people they aid can differ from their own. An example of this can be noted in a
qualitative study by Brenton (2017), which explores the intersectionality between race, class, and
gender in the context of food, good mothering, and child health. Sixty women were interviewed
for this study. There was an equal number of White, Black and Latinx represented in both
working- and middle-class groups. The themes from this study demonstrated how among all
women interviewed, food was identified as a form of demonstrating social class. Good
mothering was associated with the effort put into providing healthy meals for their children.
Findings from this interview identified some of the struggles that people of color face when
feeding their children “healthy” foods. This is noted as many described their cultural foods as not
being “healthy” and requiring an acceptance of White foods. Working-class women interviewed
associated “healthy” eating as balanced rather than the middle-class views that connected
“healthy” foods and child health as organic, well researched, and their children’s ability to accept
and reject food. This study highlights how something basic, like feeding a family, for a Latinx
person has connotations and implications in racial/ethnic, economic, and gender spaces. To
reduce health inequities, it is important to identify, develop and measure HBP as viewed by
Latinx people and the HMSE factors that can impact this adoption.
The lived experience of Latinx people further highlights the need for cultural agreement
as an integral part of HPB interventions for Latinx people. This is described in a secondary
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analysis of a qualitative study, in which researchers sought to capture the perceived barriers to
preventing T2D (Ingol et al., 2020). Participants were low-income women with a history of
GDM and included Black, Latinx women living in urban areas and Appalachian women, or
women living in rural Appalachia regardless of race/ethnicity. Overall, most women faced
similar struggles of understanding, cost, access, and social support. More specifically for Latinx
women, there were factors that served as both supportive and obstacles in HPB to prevent T2D.
Latinx women identified all vegetables as healthy, while not realizing that some can impact
blood sugar and needed limitations. Latinx lifestyles, which included cooking, cleaning, walking,
and other daily activities, were seen as forms of physical activity, and providers misjudged how
active they are throughout the day. Additionally, while faith-based communities were beneficial,
they were also locales where celebrations, with unhealthy food options, were held. These
perspectives provide insight into how current interventions both help and hinder the adoption of
HPB.
In familismo, the focus is on the family as a unit. A component of familismo is
machismo. Machismo is a male-centric characteristic in which men need to put their families
before themselves. Hawkins et al (2017) conducted a qualitative study to gain insight into how
gender impacts health behavior in men of color with T2D. This phenomenological study
collected information through focus groups of Black and Latinx men, one group of Black men (n
= 10), and two groups of Latinx men (n = 12). Themes from the focus group included: men’s
beliefs about being men and the influence of gender beliefs and values on health behaviors.
Participants believed that their role was to provide for their families, as financial providers, and
as leaders. Latinx men provided their own definition of machismo, in the context of putting their
family’s needs before their own, despite detriments that they may experience (i.e., pain, or
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hardship). Furthermore, participants indicated that a masculine role included having a sense of
control. Men described how seeking healthcare contradicted their masculinity in the sense that
receiving medical care contradicted their ability to put family first and by succumbing control to
someone else by seeking medical advice. Machismo characteristics and attitudes contradict
ideals that promote a proactive approach to health and wellness.
Culturally, Latinx women also have an expectation to put family first. These
characteristics are known as marianismo, and contrary to machismo, are submissive traits. A
qualitative focus-group study explored the perspectives of Latinx women on their ability to make
healthy dietary changes (Hammons et al., 2021). Participants included a total of 46 Latinx
women residing in California, Illinois, or Texas. Most participants were born in Mexico (74%)
and spoke only Spanish (41%). Key themes identified from focus group discussions were
centered around barriers to implementing and supporting positive dietary change. Spousal and
child refusal to eat healthier foods was highly anticipated. As a result of refusal or pickiness,
participants perceived an increased amount of time and cost in preparing and purchasing
additional meals to appease the family. Additionally, attempts to eat healthily were thwarted by
others in the house bringing in or preparing less healthy food options. The voices of the
participants reveal the family dynamic and role of women. While participants are aware that
eating certain foods would improve their own and their family’s health, the need to appease
family members dictates the success of implementing any change.
Women, Latinx Women, and Marianismo
While approximately half of the population is comprised of women, there are significant
barriers that hinder positive healthcare outcomes for women. In the US, there are still increasing
rates of chronic illnesses (Odlum et al., 2020). Contributing factors include a lack of awareness
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of symptoms and disease presentation among laypeople (Smith et al., 2018), healthcare clinicians
(Bairey Merz et al., 2017), as well as structural sexism (Homan, 2019). In the context of Latinx
women, it is also important to consider intersectional conditions that can add additional barriers
to improving healthcare outcomes through the adoption of HPB (Homan et al., 2021). Cultural
attitudes and gender role norms related to marianismo can also conflict with the acceptance of
incorporating HPB (Cano et al., 2020; Wingood et al., 2011). Gender-based barriers can impact
HMSE and HPB adoption.
As indicated in the HBM, perceived benefits of action are a factor in adopting HPB. If
individuals do not perceive that they are at high risk of something, there may be less motivation
to act to prevent it. Women are not always aware of the gender risk and presentation differences
that occur with common health conditions. A qualitative study in which women, with a recent
hospitalization related to an acute cardiac event, were interviewed revealed how women perceive
their risk and awareness of symptoms related to heart disease and acute coronary events (Smith
et al., 2018). The central themes revolved around the lack of awareness related to personal risk
factors and the dismissal of symptoms. While most participants had at least one factor that
elevated their own risk for heart disease, many were not aware of their personal increased risk.
While participants who smoked were significantly aware of their increased risk of cancer, they
did not associate smoking with an increased risk of heart disease. Due to the atypical, vague, and
prodromal nature of symptoms, such as fatigue, many women did not attribute their symptoms to
heart disease and delayed seeking medical help. Furthermore, there were accounts of women
seeking medical attention, only to be dismissed by their providers. Despite awareness of not
feeling well, women did not connect their symptoms to cardiac disease. It is imperative that
people are aware of their risks when considering the adoption of health promoting behaviors.
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One reason why women are not familiar with gender-specific characteristics of diseases
can be related to decreased provider concern and confidence. A cross-sectional study of 200
primary care providers (PCP) and 100 cardiologists aimed to assess the priority of heart disease
in their care of women, and their preparedness for assessing heart disease in women (Bairey
Merz et al., 2017). Despite being the leading cause of death for women, 76% of PCP surveyed
considered heart disease a top level of concern, behind weight issues (88%) and breast health
(86%). Eighteen percent of cardiologists surveyed did not feel that they were “extremely well
prepared” or “very well prepared” to assess a woman’s risk for heart disease. It is imperative that
healthcare providers prioritize discussing and assessment of high-risk conditions that impact
women. Additionally, more education is needed to help providers assess for gender-related
differences in disease diagnosis, such as heart disease.
In addition to structured racism, structural sexism contributes to current health disparities.
Structural sexism identifies covert forms of sexism that are covertly perpetuated through society
and policy norms. Holman (2019) measured the relationship between structural sexism and
gendered health outcomes. Utilizing data from the National Longitudinal Study of Youth 1979
(NLSY79), Holman examined how middle-aged adult health was impacted by micro-, meso-,
and macro-level structural sexism. Health outcomes were measured by the number of chronic
conditions, self-rated health, and physical functioning. Findings indicated, on a macro-level, that
higher levels of structural sexism were significantly linked with increased chronic conditions,
poor self-reported health, and poor physical functioning in women (p < .01, p < .05, and p < .01
respectively). Furthermore, in a subsample of married people, women were significantly more
likely to have increased chronic health conditions with increased macro-level structural sexism
(p < .001). Findings also indicated that men’s health was also negatively impacted by macro-
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level structural sexism, especially among married subsamples. In the married subset, macro-level
structural sexism was associated with higher chronic illness and worse physical health, p < .05
and p < .01, respectively. Findings from this study indicate that structural sexism negatively
affects both men and women.
Latinx women are both gender and ethnic minorities, compounding health disparities.
Structural intersectionality examines how subliminal systemic factors contribute to disparities.
Holman, Brown, and King (2021) discuss how structural inequities, such as racism, sexism, and
income inequality, affect population health outcomes. More specifically, researchers examined
the effects of macro-level structural intersectionality on the self-rated health of NLB and NLW
men and women. Utilizing data from the 2010 Behavioral Risk Factor Surveillance System, over
420,000 individuals’ self-rated health scores were included in this study. Of the four groups,
Black women had the lowest levels of self-rated health. Self-rated health scores of Black women
were negatively impacted (p < .05) by high levels of racism, sexism, racism, and sexism
combined sexism and income inequality combined, and sexism, racism, and income inequality
combined. Black men's self-rated health scores were negatively impacted (p < .05) by sexism,
racism and sexism combined, and sexism and income inequality combined. All groups’ self-rated
health scores were negatively impacted by sexism (p < .05). This study indicated that the health
of Black women was profoundly negatively affected by structural intersectionality. Findings also
suggested that regardless of gender, the health of both Black and Non-Hispanic Whites was
negatively affected by structural sexism. To date, there are no studies that study the impact of
structural intersectionality in Latinx populations.
As presented earlier, Latinx women’s role in familismo is to support the family in a
submissive approach. Rather than having the role of the financial provider and overt leader,
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marianismo is more about women putting their family’s needs first, even above their own needs.
A characteristic of marianismo includes maintaining harmony among the family, including selfsilencing. A cross-sectional study examined the relationship between marianismo characteristics
and depression among a group of migrant Latinx women (Cano et al., 2020). Researchers used
logistic regression to assess the relationships through validated scales measuring acculturation,
self-esteem, egalitarian gender attitudes, marianismo, self-silencing, and depression; researchers
used logistic regression to determine the relationships. Findings suggested a significant positive
relationship between depression and two of the three sub-scales of the self-silencing scale. These
results indicated higher odds of depression with higher scores in externalizing self-perceptionand divided self-subscales of the self-silencing instrument. Components of marianismo can
increase a woman’s risk of mental health concerns, such as depression.
Marianismo attitudes may also make it difficult for women to advocate for themselves to
maintain health and wellbeing. Wingood and colleagues (2011) employed an RCT to assess the
effectiveness of an HIV risk reduction program adapted through a community-based
participatory approach. Condom use was the primary outcome measure. When compared to usual
care, a single session on health promotion, the four-session intervention program was found to be
significantly more likely to use condoms consistently. Additionally, participants in the multisession intervention indicated higher levels of self-efficacy for negotiating safe sex (p < .001)
and condom use (p < .001), decreased views of traditional gender roles (p = .008), increased
perception of power in relationships with partners (p = .02) and less barriers to using condoms (p
< .001). Interventions have successfully empowered Latinx women to employ practices that
maintain their health and wellbeing, which are often hampered by traditional cultural views of
gender.
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Women experience health and healthcare differently than their male counterparts. Despite
comprising half of the population, women are a minority in healthcare in the aspect of medical
knowledge and considerations. Furthermore, racial, and ethnic minorities experience additional
barriers to maintaining health and preventing illnesses. Latinx women, as a gender and ethnic
minority, have compounded difficulties in adopting HPB that thwart disease. Rather than
dismissing cultural roles, it would behoove clinicians, researchers, and policymakers to
incorporate cultural attributes into meaningful interventions, investigations, and systemic
changes. Familismo compels Latinx people to put family before themselves. Culturally, Latinx
women are the caregivers of the family. Efficient and effective HPB adoption can be facilitated
through Latinx women who are in the position to help their entire household, including
themselves, become healthier.
Contribution to the Field
Employing the health promotion model, critical race theory, and intersectionality, this
dissertation will apply a secondary analysis of the 2018 National Survey of Health Attitudes
dataset to examine the aspects of health, built environment, and key demographic variables on
health management self-efficacy for a national sample of Latinx adults. Further, to better
understand the unique role of gender, analyses will be performed initially for the entire sample
and then separately for males and females.
Findings from this research will be used to inform how to engage Latinx people best to
participate in interventions to initiate and maintain health-promoting behaviors. This dissertation
will analyze the health management self-efficacy of Latinx people related to HPB. Results from
this study can help nurses, and other healthcare professionals identify correlations that impact
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Latinx people's engagement in adopting HPB and integrating these behaviors into their daily
routines. Through the adoption of HPB, Latinx people will be able to reduce or eliminate the
development of chronic disease and improve health outcomes. Additionally, by reducing chronic
illness in the largest minority population in the US, it can be inferred that there will be a
reduction in healthcare spending, which can allow for more financial support in reaching policy
goals aimed at reducing health disparities experienced by Latinx people. These contributions can
collectively benefit the Latinx community by reducing the health disparity gap.
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Chapter 3: Methods
The primary goal of this study was to test the research questions that relate to Health
Management Self-efficacy (HMSE), aspects of health, built environment, and key demographic
domains in a national sample of Latinx people as stated in Chapter I. This quantitative study
utilizes data from the 2018 National Survey of Health Attitudes. The method used to test the
research questions is presented in this chapter. This chapter is organized into the following
sections: a review of the dataset, sample population, measures, and analytic strategy.
Introduction
Using data collected from the 2018 National Survey of Health Attitudes (NSHA), this
study investigates the following research questions: What is the relative impact of aspects of
health, built environment, and key demographic domains on HMSE of a national sample of
Latinx adults? Analyses will be performed initially for the entire sample and then separately for
males and females to better understand the role of gender.
Data analysis occurred in two different distinct phases. The first phase employed
descriptive statistics of each variable to portray the sample population. The second phase applied
nine ordinary least square (OLS) regression modeling to test whether aspects of health, built
environment, and key demographic variables could explain variances in HMSE in Latinxs.
Regression modeling was performed for the entire sample of Latinx people (Models I through
Model III), for Latinx men (Models IV through Model VI), and Latinx women (Models VII
through Model IX).
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Figure 3: Logic Model

Aspects of
Health Domain

Health
Management
Self-efficacy

Built
Environment
Domain

Demographic
Domain

66

Figure 4: Hierarchical Regression Models
Self-Efficacy of Health and Wellbeing: Latinx People

Dataset
The 2018 NSHA dataset is utilized for this dissertation, as the variables collected for the
original study also apply well to this current study. The NSHA was developed through
collaboration between the Robert Wood Johnson Foundation (RWJF) and the RAND corporation
(Carman et al., 2019). The primary objective of the NSHA is to assess and track perceptions on
“How people in the United States think about, value, and prioritize health and consider issues of
health equity” (Carman et al., 2019). Responses are used to measure and assess RWJF’s efforts
in building a Culture of Health through their Action Framework. Additionally, the survey allows
researchers to evaluate the alignment of the Action Framework with the adult population living
in the United States.
This research is a secondary analysis of the 2018 NSHA public use dataset. The 2018
NSHA is an updated version of the initial NSHA which was developed and distributed in 2015.
Updates to the 2018 NSHA were needed to reflect changes made to the Culture of Health Action
Framework (Carman, 2019).
The NSHA is an instrument used to measure views and perceptions related to drivers of
health, the role of government in health, and health equity and disparities of adults living in the
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United States. The 2018 NSHA was updated utilizing a rigorous research process. The research
team began with an in-depth literature review. All relevant concepts, instruments, and measures
were examined in this literature review. Findings from the literature review were then used to
inform, develop, and enhance the 2015 NSHA. Once revised, two pilot tests were conducted to
confirm that target respondents comprehended the instrument items and interpreted similarly.
Finally, the instrument's appearance on both mobile device and computer device screens from
both distributing panels was examined to ensure consistency.

The Action Framework aims to achieve goals that enhance and measure population health
interventions and efforts. To reach a Culture of Health, the survey assesses four “action areas”:
making health a shared value, fostering care and collaboration, creating healthier, more equitable
communities, and strengthening the integration of health services and systems. The 2018 NSHA
was modified to capture and clarify participant responses and concepts not considered in the
original 2015 NSHA. This proposed study will employ the results from the 2018 NSHA to
examine the relative impact of access to healthcare, built environment, and key demographic
variables on perceptions of positive health and well-being for a national sample of Latinx adults.
Analytic Sample
The 2018 NSHA is a nationally representative, cross-sectional study of more than 7,000
people living in the United States. This dataset includes adults residing in the four major regions
of the United States: Northeast, Midwest, South, and West. Furthermore, this diverse sample
includes respondents from varying age groups (18 years through 65+), races/ethnicities (nonLatinx Whites (NLW), non-Latinx Blacks NLB, Latinx and non-Latinx, all other races), gender
(male and female), education level (Less than high school through college graduate), and family
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income level (less than $10,000 through $100,000 +). Responses were collected from two
different research panels, RAND American Life Panel (ALP) and KnowledgePanel. Reactions
from both research panels make the dataset used for this study. The survey consisted of 34
questions, some with various parts or sub-questions. Participants completed the survey in a
median time of 18-19 minutes. A probability-based sampling method was employed. Participant
demographic information was collected separately from the participation in this specific survey.
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Figure 5. Analytic Sample
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Participants that completed the 2018 NSHA were recruited through nationally
representative internet panels. While the surveys were conducted electronically, participants
without computer or internet access were provided with these to participate in the survey.
Respondents from the ALP panel were also participants from the 2015 NSHA. Data from this
panel was collected from July 11th through August 30th, 2018. There were 2,479 participants
from the ALP panel that completed the 2018 NSHA. The survey conducted by the ALP was only
available in English. The KnowledgePanel collected responses from July 11th through July 24th,
2018. The 2018 NSHA was available in both Spanish and English languages. Unlike the ALP,
the KnowledgePanel was not limited to prior participants of the 2015 NSHA. A total of 4,708
KnowledgePanel participants completed the 2018 NSHA.
Key steps were taken to determine the appropriateness of combining the data from both
the ALP and KnowledgePanel. Regardless of the panel, the survey was implemented in a
standard manner. This included the same order of questions, the same randomization, and similar
display formats. Responses from the 2015 NSHA were examined for differences between panels
and device type (computer vs. smartphone). No systematic biases were noted, which supported
the combining of the responses from both panels. As the sample selection process in 2018 was
like that in 2015, the 2018 NSHA data from both panels were also combined.
For this study, the responses of the 920 participants who identified themselves as
“Hispanic” were analyzed. Figure 3 demonstrates the total sample population and the breakdown
by ethnicity and gender for analysis. Responses from questions that correlated to variables
related to HMSE, such as aspects of health, built environment, and key demographic domains,
were included.
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Additionally, this study was submitted and reviewed by the City University of New York
(CUNY) IRB committee and issued an IRB exemption (2021-2026). Documentation for this
exemption can be found in the appendix.
Measures
Dependent Variable
Health Management Self-efficacy (Selfassessment1) was the dependent variable for this
study. Health Management Self-efficacy was measured using the responses to the following
questions, “How confident are you that you can manage any health problems you have?”
(Q31_1) and “How confident are you that you can prevent health problems in the first place?”
(Q31_2). There were four possible responses, ranging from “not confident at all” (1) to “very
confident” (4). The mean responses for Q31_1 and Q31_2 was calculated to generate the
variable SelfAssessment1.
Independent Variables
Twenty-five independent variables were used in this study. These variables were grouped
into three domains. The first domain, Aspects of Health, included the following concepts: Health
and Wellbeing, Access to Care, and Determinants of Health. There are a total of fifteen variables
in aspects of health domain. The second domain, Built Environment, was comprised of two
concepts: Belonging to Community and Built Environment. The second domain has a total of
three variables. Lastly, the Key Demographics domain is comprised of seven variables.
Aspects of Health Domain. There are three concepts measured within this domain.
These concepts are Health and Wellbeing, Access to Care, and Determinants of Health. There
are a total of fifteen variables in this domain. Health and Wellbeing are comprised of one
variable, Access to Care contains four variables, and Determinants of Health has ten variables.
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Health and Wellbeing is a composite variable comprised of responses to Q01 on the 2018
NSHA survey. Q01 has multiple sub-questions, but all begin with the same root question and
have the same Likert response options. The core question is, “Here are a list of some things that
may affect people’s health and well-being. Please rate each on a scale from 1 to 5, where 1
means it has no effect and 5 means it has a very strong effect”. The following sub-questions were
used: amount of social support (Q01_AOSS), access to affordable health care (Q01_atahc),
education (Q01_E), and income (Q01_I). The mean responses for Q01_AOSS, Q01_atahc,
Q01_E, and Q01_EI were calculated to generate the variable Health and Wellbeing. This
recoded variable was renamed D1wellbeing1.
Access to care is the second concept that is measured in this domain. In this survey,
access to care is measured by analyzing the responses to four questions. Respondents are asked
to state their opinion if vulnerable populations have a harder time accessing health care when
compared to their less marginalized counterparts. These question all belong to the same question
group in which people are asked to respond to the following questions: “When African
Americans need health care, do you think it is easier or harder for them to get the care they need
than it is for White Americans, or is there not much of a difference?” (Q14_1), “When Latinos
need health care, do you think it is easier or harder for them to get the care they need than it is
for White Americans, or is there not much of a difference?” (Q14_2), “When low-income
Americans need health care, do you think it is easier or harder for them to get the care they need
than it is for those who are better off financially, or is there not much of a difference?” (Q14_3)
and “When Americans living in rural communities need health care, do you think it is easier or
harder for them to get the care they need than it is for those who live in urban, or is there not
much of a difference?” (14_4). The responses to the questions were “easier” (1), “no difference”
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(2), and “harder” (3). Responses to each of the four questions were examined independently. All
four variables were recorded, and dummy variables were created for analysis. For each variable,
the referent value was the response “harder.” Therefore, responses ‘easier” and “no difference”
were compared to those that selected “harder.”
Determinants of Health. The third concept measured in this domain is Determinants of
Health. The variables that make up this domain are all part of the same question group.
Participants are asked to select if they think the item identified is one of the top three reasons
why people with lower income live on average 7.5 years less than people with higher income
incomes. Ten sub-questions comprise this question group. Ten variables comprised this domain:
Genetics, Personal Choices, Discrimination, Economic Resources, Treatment by Society,
Community Environment, Access to Good Education, Access to Healthcare, Access to Health
Insurance, and Access to Health Information.
Built Environment. The Built Environment domain comprises two concepts: Belonging
to Community and Built Environment. Belonging to Community contains one variable, while
Built Environment is comprised of two variables.
Belonging to Community is the first concept in this second domain. This concept is
comprised of a single composite variable belonging to community. The mean responses of three
questions from the same question group are used and recoded for this variable. Question group
Q_17 begins with the same root “The following statements about community refer to your
neighborhood. How well does each of the following statements represent how you feel about this
community? Not at all, somewhat, mostly, or completely.”. The three statements selected from
this question group are “I can trust people in this community” (Q17_ICTPI), “being a part of this
community is part of my identity” (Q17_BAMOT), and “I expect to be part of this community
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for a long time” (Q17_IETBA). The four responses ranged from 1 (not at all) to 4 (Completely).
This composite variable was recorded and named Sense_of_Community.
The Built Environment domain also shares its name with the second concept. The Built
Environment concept is comprised of two variables. Sub-questions of Q01, Q01_PESACAOW,
and Q01_WAPL were used in this domain. The variables used for this concept are from the same
question group used in the concept of factors of Health and well-being: Here is a list of some
things that may affect health and well-being. Please rate each on a scale from 1 to 5, where 1
means it has no effect on health and 5 means it has a very strong effect. The two variables within
this domain are Physical Environment Effects Health (Q01_PESACAOW) and Residency
Effects Health (Q01_WAPL).
Key Demographics. The variables within this domain include demographic information
about the Latinx participants who responded to the NSHA survey. The key demographic
variables selected for this study include age (dem_age_long), region (dem_region), single
(dem_maritalstatus_Short), income (dem_familyincome_long), education
(dem_education_long), household size (dem_householdsize) and ever foreign residency (Q34).
Analytic Strategy
As noted in the introduction, this study involved two phases of data analysis. This was
done to examine how Aspects of Health, Built Environment, and Key Demographic domains
impact HMSE. While some variables are used in their original form from the 2018 NSHA, others
were recoded for analysis. SPSS version 27 software was used for the data analysis. The
following sections describe the analytic strategy.
The first phase, univariate analysis, was utilized to provide descriptive statistics for all
the variables used in this study. Following univariate analysis, OLS regression analysis was
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employed to determine the relative impact of Aspects of Health, Built Environment and Key
Demographic domains had on HMSE. Nine hierarchical models were used in the regression to
explore the relative impacts.
Model I, the baseline model, examined the impact aspects of health domain variables had
on HMSE while controlling for Aspects of Health variables. Aspects of Health concepts include
Health and Wellbeing, Access to Care, and Social Determinants of Health. This model also
determined the statistical significance (p-value) and coefficient of determination (R2) for Aspects
of Health domain variables on HMSE.
Model II examined the effect Built Environment domain variables have on HMSE while
controlling for Aspects of Health variables. These variables include Belonging to Community,
Physical Environment Effects Health, and Residency Effects Health.
Model III examined the effect key demographic variables had on HMSE while
controlling for Aspects of Health and Built Environment domain variables. Key demographic
variables assessed are Age, Region of Residency, Single, Income, Education, Household Size,
and Ever Foreign Residency.
Models I through III examined the effect of these independent variables on all Latinx
people within the sample populations. Building on models I through III, Models IV through VI
examined the effect Aspects of Health, Built Environment, and Key Demographic variables had
on Health Management Self-efficacy of Latinx men. Finally, building on Models IV through VI,
Models VII through IX examined the effect Aspects of Health, Built Environment and Key
Demographic variables had on Health Management Self-efficacy of Latinx women.
Conclusion
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This chapter restated the purpose of this research and presented the methods used to
answer the research questions. Utilizing data from the 2018 NSHA, responses of the Latinx
respondents were analyzed. Details of the development of the 2018 NSHA, testing, and its
distribution were reviewed. Finally, the methods of analyzing the data were presented. To
determine the effect across different populations of Latinx people (All Latinx people, Latinx
men, and Latinx women), Models I through IX examined the effect Aspects of Health, Built
Environment, and Key Demographic variables had on Health Management Self-efficacy. The
data was then split and was run separately for all Latinx people (Models I through III), Latinx
Men (Models IV through VI), and Latinx women (Models VII through IX). The following
chapter will present the results of the data analysis.
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Chapter 4: Results
This dissertation uses data collected from the 2018 National Survey of Health Attitudes
(NSHA). The 2018 NSHA was a cross-sectional study employed by the Robert Wood Johnson
Foundation (RWJF) in their work to achieve goals that aim to improve population health efforts.
Data from this study were collected from a national sample of adults living in the United States.
Relevant components of the 2018 NSHA were used to provide support in understanding
characteristics and perspectives in health management self-efficacy.
Introduction
The data analysis for this study occurred in two distinct phases. First, descriptive
statistics were performed to examine the characteristics of the Latinx respondents. Then, OLS
regression models were utilized to test how Aspects of Health (Model I), Built Environment
(Model II), and Key Demographic (Model III) variables each explained a significant amount of
variance in Health Management Self-efficacy. Regression analysis was performed for all Latinx
respondents (Model I through Model III), Latinx men (Model IV through Model VI), and Latinx
women (Model VII through Model IX).
Univariate Analysis
Table 1 presents descriptive statistics of means, standard deviations, ranges, and
descriptions of variables for the entire sample of Latinx survey respondents. A summary of the
univariate analysis results for each of the individual variables is described below.
Dependent Variable
The dependent variable, Health Management Self-efficacy, is composed of participants’
responses to two items on the 2018 NSHA. Health Management Self-efficacy has a range of 1 to
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4 and a mean of 2.99. This indicates that, on average, Latinx respondents were “somewhat
confident” in their health management self-efficacy.
Independent Variables
Twenty-five variables were analyzed in this study. These variables were grouped into
three domains: Aspects of Health, Built Environment, and Key Demographic domains.
Aspects of Health. The Aspects of Health domain is comprised of fifteen variables.
These variables are assessed individually to understand how aspects of health affect Health
Management Self-efficacy in a national sample of Latinx adults.
Health and Wellbeing have a range of 1 through 5. The mean of 3.82 indicates that the
average Latinx participants responded that Social Support, Access to Healthcare, Education, and
income have a more than average effect on one’s health and wellbeing. This variable is
comprised of participant responses to four different items on the 2018 NSHA.
The variable Blacks’ Care was analyzed by using Blacks’ Care: Harder as the dummy
variable. The variables, Blacks’ Care: Easier and Blacks’ Care: Same, have ranges of 0 to 1. The
mean of Blacks’ Care: Easier is .07, meaning that 7% of Latinx respondents selected that it is
easier for Black people to receive healthcare when they need it when compared to White
Americans. The mean of Blacks’ Care: Same is .51. This indicates that 51% of respondents
selected that it is neither easier nor harder for Black people to receive healthcare when they need
it when compared to White Americans.
The variable Latinx’s Care was analyzed by using Latinx’s Care: Harder as the dummy
variable. The variables Latinx’s Care: Easier and Latinx’s Care: Same have ranges of 0 to 1. The
mean of Latinx’s Care: Easier is .06, meaning that 6% of Latinx respondents selected that it is
easier for Latinx people to receive healthcare when they need it when compared to White
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Americans. The mean of Latinx’s Care: Same is .45. This indicates that 45% of respondents
selected that it is neither easier nor harder for Latinx people to receive healthcare when they need
it compared to White Americans.
The variable Low-income Care was analyzed by using Low-income Care: Harder as the
dummy variable. The variables, Low-income Care: Easier and Low-income Care: Same, have
ranges of 0 to 1. The mean of Low-income Care: Easier is .15, meaning that 15% of Latinx
respondents selected that it is easier for Latinx people to receive healthcare when they need it
when compared to people who are better off financially. The mean of Low-income Care: Same is
.21. This indicates that 21% of respondents selected that it is neither easier nor harder for lowincome people to receive healthcare when they need it when compared to people who are better
off financially.
The variable Rural Care was analyzed by using Rural Care: Harder as the dummy
variable. The variables, Rural Care: Easier and Rural Care: Same, have ranges of 0 to 1. The
mean of Rural Care: Easier is .07, meaning that 7% of Latinx respondents selected that it is
easier for Rural people to receive healthcare when they need it when compared to people who
live in urban areas. The mean of Rural Care: Same is .35. This indicates that 35% of respondents
selected that it is neither easier nor harder for Rural people to receive healthcare when they need
it when compared to people who live in urban areas.
Genetics has a range of 0 to 1, and the mean is .13. This indicates that the average Latinx
participant did not select genetics as one of the top three reasons people with lower incomes live
7.5 years less than people with higher incomes.
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Personal Choices has a range of 0 to 1, and the mean is .38. This indicates that 38% of
Latinx participants selected Personal Choices as one of the top three reasons people with lower
incomes live 7.5 years less than people with higher incomes.
Discrimination has a range of 0 to 1, and the mean is .12. This indicates that 12% of
Latinx participants selected discrimination as one of the top three reasons people with lower
incomes live 7.5 years less than people with higher incomes.
Economic Resources has a range of 0 to 1, and the mean is .49. This indicates that 49%
of Latinx participants chose Economic Resources as one of the top three reasons why people
with lower incomes live 7.5 years less than people with higher incomes.
Treatment by Society has a range of 0 to 1, and the mean is .17. This indicates that 17%
of Latinx participants selected Treatment by Society as one of the top three reasons people with
lower incomes live 7.5 years less than people with higher incomes.
Community Environment has a range of 0 to 1, and the mean is .14. This indicates that
14% of Latinx participants selected Community Environment as one of the top three reasons
people with lower incomes live 7.5 years less than people with higher incomes.
Access to Good Education has a range of 0 to 1, and the mean is .21. This indicates that
21% of Latinx participants selected Access to Good Education as one of the top three reasons
people with lower incomes live 7.5 years less than people with higher incomes.
Access to Healthcare ranges from 0 to 1, and the mean is .52. This indicates that 52% of
Latinx participants selected Access to Healthcare as one of the top three reasons people with
lower incomes live 7.5 years less than people with higher incomes.
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Access to Health Insurance ranges from 0 to 1, and the mean is .49. This indicates that
49% of Latinx participants selected Access to Health Insurance as one of the top three reasons
people with lower incomes live 7.5 years less than people with higher incomes.
Access to Health Information ranges from 0 to 1, and the mean is .21. This indicates that
21% of Latinx participants selected Access to Health Information as one of the top three reasons
people with lower incomes live 7.5 years less than people with higher incomes.
Built Environment. The Built Environment domain is comprised of three variables.
These variables are assessed individually to examine how the built environment can affect
Health Management Self-efficacy in a national sample of Latinx adults.
Belong to Community has a range of 1 to 4 and a mean of 2.35. This indicates that the
average Latinx respondent does not have a “strong effect” on Belonging to Community. A
standard deviation of .74 indicates a high level of variance in respondents’ belonging to
community.
Physical environment effects health has a range of 1 through 5 and a mean of 4.28. This
mean indicates that most Latinx respondents feel that the physical environment has a “strong
effect” on Health and Wellbeing. A standard deviation of 1.01 indicates a high level of variance
in this perception.
Residency effects health ranges from 1 through 5 and a mean of 3.68. This mean
indicates that most Latinx respondents feel that where a person lives has an average to moderate
effect on health and wellbeing. A standard deviation of 1.13 indicates a high level of variance in
participants’ responses.
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Key Demographics. The third domain, Key Demographics, is comprised of seven
variables. These variables are assessed individually to examine how key demographic variables
can affect Health Management Self-efficacy in a national sample of Latinx adults.
Age ranges from 18 through 86, with a mean age of 47.42. The average Latinx participant
is middle-aged. The standard deviation is 14.32, indicating a high variance level in the
respondents’ age.
Single has a range of 0 to 1. The mean response of .35 indicates that 35% of Latinx
participants are single.
The variable Region consisted of four regions of the United States: South, Northeast,
Midwest, and West. 40% of participants were from the South. 39% of participants were from the
West. 15% of participants were from the Northeast, and 6% were from the Midwest.
Income has a range of 1through 17. The mean response is 10.65 indicating that the
average Latinx participant has an income under $40,000 (10 = $30,000-39,999 & 11=$40,00049,999). The standard deviation is 4.12, indicating a high level of variance in the respondents’
income.
Education has a range of 1 through 14. The mean response of 9.62 indicates (9=HS
grad/equivalent 10=some college no degree). A standard deviation of 2.60 indicates a high
variance in education level among Latinx participants.
Household size has a range of 1 through 11. The mean response is 3.38, which indicates
that the average Latinx participant has a household size of three people.
Ever Foreign Residency has a range of 0 to 1, with a mean of .18. This indicates that 18%
of Latinx respondents have lived outside the US for more than a year.
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Table 1. Means, Standard Deviations, and Descriptions of Variables for Latinx Adults
(Listwise N=920)
Variable

Mean

S.D.

Range

Description

Dependent Variable
Health Management Self-efficacy

2.99

0.74

1-4

Mean of Q31_1 Q31_2

Aspects of Health Variables
Health and Wellbeing

Mean of Q01_AOSS Q01_ATAHC Q01_ E
Q01_I

3.82

0.88

1-5

Blacks’ Care: Easier

0.07

0.26

0-1

Blacks’ Care: Same

0.51

0.50

0-1

Latinx’s Care: Easier

0.06

0.23

0-1

Latinx’s Care: Same

0.45

0.50

0-1

Low-income Care: Easier

0.15

0.36

0-1

Low-income Care: Same

0.21

0.41

0-1

Rural Care: Easier

0.07

0.26

0-1

Rural Care: Same

0.35

0.48

0-1

Genetics

0.13

0.34

0-1

Q15A_GBM ‘Biological make-up’

Personal Choices

0.38

0.49

0-1

Q15A_PCB ‘Personal choices’

Discrimination

0.12

0.33

0-1

Q15A_D ‘Discrimination’

Economic Resources

0.49

0.50

0-1

Q15A_ER ‘Economic resources’

Treatment by Society

0.17

0.38

0-1

Q15A_TBSTLI ‘Treatment by society’

Community Environment

0.14

0.34

0-1

Q15A_CE ‘Community environment’

Access to Education

0.21

0.41

0-1

Q15A_ATGE ‘Access to a good education’

Access to Healthcare

0.52

0.50

0-1

Q15A_AHC ‘Access to healthcare’

Access to Health Insurance

0.49

0.50

0-1

Q15A_AHI ‘Access to health insurance’

Access to Health Information

0.21

0.41

0-1

Q15A_HITH ‘Health information they have’

Blacks’ Care: Harder (ref.)
BLACK_EASIER ‘Access to care of Blacks:
Easier’
BLACK_NO_DIFFERENCE ‘Access to care
of Blacks: No difference’

Latinx’s Care: Harder (ref.)
Latinx_EASIER ‘Access to care of Latinx:
Easier’
latinx_NO_DIFFERENCE ‘Access to care of
Latinx: No difference’

Low-income Care: Harder (ref.)
LowIncome_EASIER ‘Access to care of lowincome population: Easier’
LowIncome_NO_DIFFERENCE ‘Access to
care of low-income population: No difference’

Rural Care: Harder (ref.)
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Rural_EASIER ‘Access to care of rural
communities: Easier’
Rural_NO_DIFFERENCE ‘Access to care of
rural communities: no difference’

Variable

Mean

S.D.

Range

Description

Built Environment

Belonging to Community

2.35

0.74

1-4

Physical Environment Effects Heath

4.28

1.01

1-5

Residency Effects Health

3.68

1.13

1-5

Mean of Q17_ICTPI Q17_BAMOT
Q17_IETBA
Q01_PESACAOW ‘Physical environment such
as clear air or water’
Q01_WAPL ‘Where a person lives’

Key Demographic Variables

Age

47.42

14.32

18-86

DEM_AGE_LONG ‘Age’

Single

0.35

0.48

0-1

Not_married ‘Not married’

Northeast

0.15

0.35

0-2

Northeast ‘Lives in northeast’

Midwest

0.06

0.24

0-3

Midwest ‘Lives in midwest’

West

0.39

0.49

0-1

West ‘Lives in west’

Income

10.65

4.12

1-17

DEM_FAMILYINCOME_LONG ‘Family
income’

Education

9.62

2.60

1-14

Household Size

3.38

1.75

1-11

DEM_HOUSEHOLDSIZE ‘Number of
members in household’

Ever Foreign Residency

0.18

0.38

0-1

Lived_outofUS ‘Lived outside US more than a
year’

South (ref.)
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DEM_EDUCATION_LONG ‘Highest level of
education’

Multivariate Analysis
OLS regressions were used to evaluate independent variables’ ability to predict Health
Management Self-efficacy. There was a total of nine regression models generated with the three
domains of Aspects of Health, Build Environment and Key Demographic factor models.
Model I: Aspects of Health Domain, explores the impact of: Health and Wellbeing,
Black’s Care, Latinx Care, Low-income Care, Rural Care, Genetics, Personal Choices,
Discrimination, Economic Resources, Treatment by Society, Community Environment, Access
to Education, Access to Healthcare, Access to Health Insurance and access to Health Information
on the overall Health Management Self-efficacy of Latinx adults.
Model II: Built Environment Domain, combines the previous Aspects of Health domain
level variables and assesses the relative impact of Belonging to Community, Physical
Environment Effects Health, and Residency Effects Health variables on Health Management
Self-efficacy. These variables measure Built Environmental factors in the absence of other
characteristics that are known to have an impact on Health Management Self-efficacy in Latinx
Adults.
Model III: Key Demographic Domain, combines variables in the previously mentioned
domains and explores the relative impact of Age, marital status (Single), region (South,
Northeast, Midwest, West), Income, Education, Household Size, and Ever Foreign Residency
variables on Health Management Self-efficacy of Latinx Adults. These variables are used to
measure Key Demographic-level variables in the absence of all other characteristics that are
known to have an impact on the overall Health Management Self-efficacy of Latinx Adults.
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Each of these three models were included in regression analysis for the entire sample of
Latinx adults (Models I through III), Latinx Men (Models IV through VI), and Latinx Women
(VII through IX).
Analysis and Interpretation of Health Management Self-efficacy for Latinx Adults
Table 2 presents the unstandardized regression coefficients for the dependent variable,
Health Management Self-efficacy. There are nine models within this table, Models I, II, and III
demonstrate Aspects of Health, Built Environment, and Key Demographic variables for
predicting Health Management Self-efficacy for all Latinx adult respondents. Models IV, V, and
VI demonstrate Aspects of Health, Built Environment, and Key Demographic- level variables for
predicting Health Management Self-efficacy for Latinx men in the sample. Lastly, Models VII,
VIII, and IX demonstrate Aspects of Health, Built Environment, and Key Demographic- level
variables for predicting Health Management Self-efficacy for Latinx women in the sample. The
following sections describe the results for each variable while controlling for all other variables.
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Table 2. OLS Regression on Health Management Self-Efficacy for Latinx people
(Betas in parenthesis)
All Latinx People
(N=920)

Variables
Model I

Model II

Latinx Men
(N=411)
Model III

Model IV

Model V

Latinx Women
(N=508)
Model VI

Model VII

Model VIII

Model IX

Aspects of Health Variables
Health and
Wellbeing

0.06*
(.07)

-0.02
(-.02)

-0.02
(-.03)

0.15***
(.17)

0.07
(.08)

0.06
(.06)

-0.01
(-.02)

-0.10*
(-.13)

-0.10*
(-.13)

0.0
(0.0)

0.04
(.01)

0.07
(.03)

0.02
(.01)

0.05
(.02)

-0.07
(-.02)

-0.07
(-.02)

-0.04
(-.01)

-0.05
(-.03)

-0.04
(-.03)

-0.03
(-.02)

0.04
(.03)

0.05
(.03)

0.03
(.02)

-0.11
(-.08)

-0.12
(-.09)

-0.10
(-.07)

-0.02
(-.01)

-0.04
(-.01)

-0.05
(-.02)

0.31†
(.11)

0.29†
(.10)

0.28
(.10)

-0.31†
(-.09)

-0.30†
(-.09)

-0.30†
(-.09)

0.04
(.03)

0.03
(.02)

0.03
(.02)

-0.02
(-.01)

0.0
(0.0)

0.0
(0.0)

0.11
(.08)

0.11
(.07)

0.09
(.06)

Blacks’ Care: Harder (ref)
Blacks’ Care:
0.02
Easier
(.01)
Blacks’ Care:
Same
Latinx’s Care: Harder (ref)
Latinx’s Care:
Easier
Latinx’s Care:
Same

Low-income Care: Harder (ref)
Low-income
Care: Easier

-0.06
(-.03)

-0.06
(-.03)

-0.04
(-.02)

-0.36**
(-.16)

-0.38**
(-.17)

-0.33**
(-.15)

0.12
(.06)

0.14
(.07)

0.15
(.08)

Low-income
Care: Same

0.02
(.01)

0.01
(.01)

0.0
(0.0)

-0.17
(.09)

-0.18†
(-.09)

-0.20†
(-.11)

0.12
(.07)

0.11
(.06)

0.14
(.08)

Rural Care:
Easier

-0.1
(-.04)

-0.14
(-.05)

-0.08
(-.03)

0.01
(0.0)

0.09
(.03)

0.15
(.052)

-0.19
(-.06)

-0.30*
(-.10)

-0.23
(-.08)

Rural Care:
Same

-0.09
(-.06)

-0.08
(-.05)

-0.03
(-.02)

0.04
(.03)

0.07
(.04)

0.10
(.06)

-0.18*
(-.13)

-0.18*
(-.12)

-0.13†
(-.09)

Genetics

0.03
(.01)

0.04
(.02)

0.05
(0.02)

0.11
(.05)

0.13
(.06)

0.17
(.08)

0.01
(0.0)

0.02
(.01)

0.0
(0.0)

Personal Choices

0.12
(.08)

0.13
(.09)

0.1
(.07)

0.16
(.10)

0.22
(.14)

0.21
(.13)

0.10
(0.7)

0.08
(.06)

0.05
(.03)

Discrimination

-0.06
(-.03)

-0.07
(-.03)

-0.07
(-.03)

-0.06
(-.02)

-0.06
(-.02)

-0.06
(-.03)

0.0
(0.0)

-0.01
(-.01)

-0.04
(-.02)

Economic
Resources

-0.01
(-.01)

0.01
(.01)

0.01
(.01)

0.08
(.05)

0.15
(.10)

0.15
(.10)

-0.07
(-.05)

-0.07
(-.05)

-0.07
(-.05)

Treatment by
Society

-0.06
(-.03)

-0.05
(-.03)

-0.05
(-.03)

-0.04
(-.02)

-0.05
(-.02)

-0.03
(-.01)

-0.06
(-.04)

-0.06
(-.03)

-0.05
(-.03)

Community
Environment

-0.1
(-.05)

-0.09
(-.04)

-0.15
(-.07)

-0.09
(-.04)

-0.06
(-.03)

-0.08
(.04)

-0.06
(-.03)

-0.06
(-.03)

-0.13
(-.06)

0
(0)

0.0
(0.0)

0.01
(0.0)

0.03
(.02)

0.05
(.03)

0.05
(.03)

0.0
(0.0)

0.0
(0.0)

0.01
(0.0)

Access to
Healthcare

-0.09
(-.06)

-0.09
(-.06)

-0.09
(-.06)

-0.11
(-.07)

-0.07
(-.04)

-0.04
(-.03)

-0.06
(-.04)

-0.08
(-.06)

-0.09
(-.07)

Access to Health
Insurance

-0.06
(-.04)

-0.07
(-.05)

-0.07
(-.05)

-0.05
(-.04)

-0.04
(-.03)

-0.02
(-.01)

-0.03
(-.02)

-0.04
(-.03)

-0.08
(-.05)

Access to Health
Information

-0.04
(-.03)

-0.05
(-.03)

-0.01
(-.01)

-0.12
(-.06)

-0.06
(-.03)

-0.01
(-.01)

0.05
(.03)

0.02
(.01)

0.05
(.03)

Rural Care: Harder (ref)

Access to Education
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All Latinx People
(N=920)

Variables
Model I

Model II

Latinx Men
(N=411)
Model III

Model IV

Latinx Women
(N=508)

Model V

Model VI

Model VII

Model VIII

Model IX

Built Environment Variables
Belonging to
Community

0.19***
(.19)

0.19***
(.19)

0.26***
(.26)

0.27***
(.27)

0.13**
(.13)

0.13**
(.13)

Physical
Environment
Effects Health

0.02
(.03)

0.02
(.02)

0.03
(.04)

0.02
(.02)

0.03
(.05)

0.03
(.04)

Residency Effects
Health

0.07*
(.1)

0.06*
(.1)

0.05
(.07)

0.06
(.08)

0.09*
(.14)

0.08**
(.12)

Key Demographic Variables
Age

0.0
(-.02)

Single

0.0
(-.07)

0.0
(0.0)

-0.06
(-.04)

-0.14†
(-.09)

-0.05
(-.03)

Northeast

0.20**
(.1)

0.24*
(.12)

0.16
(.08)

Midwest

0.25*
(0.08)

0.09
(.03)

0.36**
(.13)

West

0.11*
(0.8)

0.16†
(.10)

0.09
(.06)

0.0
(.01)

0.01
(.06)

0.05**
(.16)

0.03†
(.10)

-0.06**
(-.14)

-0.02
(-.04)

0.0
(0.0)

0.04
(.02)

South (ref)

Family Income

0.01
(.05)

Education

0.03***
(.12)

Household Size

-0.04*
(-.08)

Ever Foreign
Residency

0.03
(0.02)

Constant

2.881***

2.395***

2.11***

2.47***

1.714***

1.594***

3.158***

2.794***

2.372***

Adjusted R2

0.007

.048***

.08***

.034*

.098***

0.138**

0.012

.04***

.059**

Information above is based on a listwise deletion of cases
† p ≤ .10 *p≤ .05. **p ≤ .01
***p ≤ .001
a
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Aspects of Health Domain Variables
Health and Wellbeing is the first variable in the Aspects of Health Domain. In Model I,
for every unit increase in Health and Wellbeing, Health Management Self-efficacy increases by
0.06. That relationship is statistically significant at the 0.05 level. In Model IV, for every unit
increase in Health and Wellbeing, Health Management Self-efficacy increases by 0.15. This
finding is a statistically significant result at the 0.001 level. An inverse relationship is noted in
Models VII and IX. In both models, for every unit increase in Health and Wellbeing, Health
Management Self-efficacy decreases by .10. This finding is statistically significant at the .05
level. In Models II, III and VII, an inverse relationship is also noted. For every unit increase in
Health and Wellbeing, there is an average decrease in Health Management Self-efficacy of .02.
In Models V and V, for every unit increase in Health and Wellbeing, there is an average increase
in Health Management Self-efficacy of .07. There are no statistically significant results noted in
Models II, III, V, VI, and VII.
Blacks’ Care is the next variable in the Aspects of Health Domain. Blacks’ Care: Harder
is the reference category. In Models I, and III through VI, for every unit increase of Blacks’
Care: Easier there is an average increase of Health Management Self-efficacy by .04. In Model II
there is no increase or decrease in Health Management Self-Efficacy. An inverse relationship
was noted in Models VII through IX. In these models, for every unit increase in Blacks’ Care:
Easier, there is an average decrease in Health Management Self-Efficacy of .06. No values in
any of the nine Models were noted to be statistically significant. Blacks’ Care: Same, Models I
through III and VII through IX demonstrate an inverse relationship. In Models I through III, for
every unit increase of Blacks’ Care: Same, there is an average decrease of Health Management
Self-efficacy of .04. In Models VII through IX, for every unit increase in Blacks’ Care: Same,
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there is a decrease in Health Management Self-efficacy of .11. Models IV through VI have a
direct relationship. In these models, for every unit increase in the variable Blacks’ Care: Same,
there was an average increase in Health Management Self-efficacy of .04. There are no
statistically significant values in all nine models of Blacks’ Care: Same.
Latinx’s Care is the third variable in the Aspects of Health Domain. Latinx Care: Harder
is the reference category. In Latinx’s Care: Easier, Models IV and V, for every unit increase of
the variable there is an increase of Health Management Self-efficacy by .31 and .29 respectively.
Conversely, in Models VII through IX, for every unit increase of Latinx’s Care: Easier there is
an average decrease of Health Management Self-efficacy of .30. While Latinx’s Care: Easier did
not yield any statistically significant results, Models IV, V, VII, VIII, and IX did approach
statistical significance. Latinx’s Care: Same, there were no statistically significant values noted
in all nine models.
Low-income Care is the fourth variable in the Aspects of Health Domain. Low-income
Care: Harder is the reference category. For Low-income Care: Easier Models I through III, for
every unit increase there is a mean decrease in Health Management Self-efficacy of .05. In
Models IV through VI, for every unit increase of Low-income Care: Easier, there is a decrease in
Health Management Self-efficacy of .36, .38, and 33 respectively. Conversely, Models VII
through IX has a direct relationship. In these models, for every unit increase of Low-income
Care: Easier, there is an average increase in Health Management Self-efficacy of .14. While the
findings in Models I through III, and VII through IX are not statistically significant, the findings
noted in Models IV through VI are statistically significant at the .01 level. For Low-income
Care: Same, Models I through III, and Models VII through IX have a direct relationship with
Health Management Self-efficacy. For every unit increase in Low-income Care: Same there is an

91

average increase in Health Management Self-efficacy by .01 and .12 respectively. There is an
inverse relationship noted in Models IV through VI. For every unit increase in Low-income
Care: Same, there is a decrease in Health Management Self-efficacy of .17, .18, and .20
respectively. While none of the values in Models I through IX were found to be statistically
significant for Low-income Care: Same, Models V and VI approached significance.
The fifth variable in the Aspects of Health Domain is Rural Care. Rural Care: Harder is
the reference category. For Rural Care: Easier, Models I through III, and VII through IX have
inverse relationships with Health Management Self-efficacy. In Models I through III, for every
unit increase of Rural Care: Easier, there is an average decrease in Health Management Selfefficacy by .11. In Models VII through IX, for every unit increase of Rural Care: Easier, there is
a decrease in Health Management Self-efficacy by .19, .3, and .23 respectively. The results in
Models IV through VI yield positive relationships with Health Management Self-efficacy. For
every unit increase of Rural Care: Easier, there was an increase in Health Management Selfefficacy by .01, .09, and .15 respectively. The findings in Model VIII were statistically
significant at the .5 level. None of the other models yielded results that were statistically
significant for Rural Care: Easier. Similar relationships are noted for Rural Care: Same. Models I
through III and VII through IX yield inverse relationships with Health Management Selfefficacy. In Models I through III, for every unit increase in Rural Care: Same, there is a decrease
in Health Management Self-efficacy by .09, .08, and .03 respectively. In Models VII through IX,
for every unit increase in Rural Care: Same, there is a decrease in Health Management Selfefficacy by .18, .18, and .13 respectively. Models IV through VI demonstrates a direct
relationship with Health Management Self-efficacy. For every unit increase in Rural Care: Same,
there is an increase of Health Management Self-efficacy by .04, .07, and .10 respectively. While
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the findings in Models I through VI are not statistically significant, Models VII and VIII are
statistically significant at the .05 level and Model IX approaches significance.
Genetics is the sixth variable in the Aspects of Health Domain. When controlling for
other variables in all models, for every unit of increase in Genetics, Health Management Selfefficacy increases by an average of .06. This positive relationship, however, is not statically
significant in any of the nine models.
Personal Choices is the seventh variable in the Aspects of Health Domain. When
controlling for other variables in all models, for every unit of increase in Personal Choices,
Health Management Self-efficacy increases by an average of .13. This positive relationship,
however, is not statically significant in any of the nine models.
Discrimination is the eighth variable in the Aspects of Health Domain. When controlling
for other variables in all models, for every unit of increase in Discrimination, Health
Management Self-efficacy decreases by an average of .05. This inverse relationship is not
statically significant in any of the nine models.
Economic Resources is the ninth variable in the Aspects of Health Domain. While none
of the findings were statistically significant, there were inconsistent relationships noted with
Economic Resources and Health Management Self-efficacy within the nine regression models.
Models I, VII, VIII and IX, all yielded inverse relationships. In these models, for every unit
increase in Economic Resources, there was an average decrease of .06 in Health Management
Self-efficacy. However, in the remaining Models, Models II, III, IV, V and VI, for every unit
increase in Economic Resources there was an average increase of .08 in Health Management
Self-efficacy.
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Treatment by Society is the tenth variable in the Aspects of Health Domain. For every
unit of increase in Treatment by Society, Health Management Self-efficacy decreases by an
average of .05. This inverse relationship is not statically significant in any of the nine models.
The eleventh variable in the Aspects of Health Domain is Community Environment. Like
Treatment by Society, there is also an inverse relationship between this variable and Health
Management Self-efficacy. For every unit increase in Community Environment, there is a
decrease in Health Management Self-efficacy by an average of .09. This relationship was not
found to be statistically significant.
Access to Education is the twelfth variable in the Aspects of Health Domain. Models I
through III and VII through IX yielded the same results. In Models I, II, VII, and VIII, when
controlling for all other variables, for every unit increase in Access to Education there is neither
an increase nor decrease in Health Management Self-efficacy. For every unit increase in Models
III and IX, there is a .01 increase in Health Management Self-efficacy. In Models IV through VI,
for every unit increase in Access to Education, there is an average increase in Health
Management Self-efficacy by .04. None of the models yielded statistically significant results.
Access to Healthcare is the thirteenth variable in the Aspects of Health Domain. Access
to Healthcare has an inverse relationship to Health Management Self-efficacy in all the
regression models. For every unit increase in Access to Healthcare, there is a .08 decrease in
Health Management Self-efficacy. This relationship was not found to be statistically significant.
Access to Health Insurance is the fourteenth variable in the Aspects of Health Domain, as
noted in the previous variable, Access to Health insurance also has a negative relationship with
the dependent variable. For every unit increase in Access to Health Insurance, there was an
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average decrease of .05 in Health Management Self-efficacy. These findings were not
statistically significant.
Access to Health Information is the last variable in the Aspects of Health Domain. There
were mixed results in the nine regression models. In Models I through VI, there was an inverse
relationship between Access to Health Information and Health Management Self-efficacy. For
every unit increase in Access to Health Information, there was an average decrease of .05 in
Health Management Self Efficacy. Conversely, in Models VII through IX, for every unit increase
of Access to Health Information, there was an average increase of .04 in Health Management
Self-efficacy. None of these findings were found to be statistically significant.
Built Environment Domain Variables
Belonging to Community is the first variable in the Built Environment Domain. There
were relationships in all six regression models that included this variable. In Models II, III, V,
and VI, for every unit increase in Belonging to Community, there was an average increase of
Health Management Self-efficacy by .23. This finding is statistically significant at the .001 level.
In Models VIII and IX, for every unit increase in Belonging to Community, there was an
increase of .13 in Health Management Self-efficacy. This relationship was significant at the .01
level.
Physical Environment Effects Health is the second variable in the Built Environment
Domain. There were consistent findings on the relationship between Physical Environment
Effects Health and the dependent variable in all six models that included this variable. For every
unit increase in Physical Environment Effects Health, there is an average increase of .03 in
Health Management Self-efficacy. These relationships were not found to be statistically
significant.
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The last variable in the Built Environment Domain is Residency Effects Health. In
Models II, III, and VIII for every level increase in Residency Effects Health, there is an average
of .08 increase in Health Management Self-efficacy. These relationships are statistically
significant at the .05 level. In Models V and VI, for every level increase in Residency Effects
Health, there is a .06 level increase in Health Management Self-efficacy. These models did not
yield statistically significant results. Lastly, Model IX yielded a result that was significant at the
.001 level. In this model, for every unit increase in Residency Effect Health, there was an
increase in Health Management Self-efficacy of .08.
Key Demographic Domain Variables
Age is the first variable in the Key Demographic Domain. When controlling for all other
variables, for every unit increase in Age, there was neither an increase nor decrease in Health
Management Self-efficacy in Models III, VI, and IX. These results were not found to be
statistically significant.
Single is the second variable in the Key Demographic Domain. A negative relationship
was noted in all three models that included this variable. Models III, VI, and IX demonstrated
that for every unit increase of Single, there was an average decrease of .08 in Health
Management Self-efficacy. While none of the models demonstrated statistically significant
results, Model VI did approach statistical significance.
Regarding Region, the third variable in Key Demographics, there were various
significant findings. When compared to Latinx people living in the South, Latinx people living in
the Northeast, Midwest, and West had increased Health Management Self-efficacy (p ≤.01, p
≤.05, and p ≤.05 respectively). Latinx men living in the Northeast and West had significantly or
approaching significant increased Health Management Self-efficacy (.24, p ≤ .05, and .16, p ≤
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.1 respectively). Conversely, Latinx women in the Northeast and West did not have significant
increases in Health Management, but there was a significant increase of .36 (p ≤.01) in Health
Management Self-efficacy in Latinx women living in the Midwest when compared to Latinx
women living in the South.
Family Income is the fourth variable in the Key Demographic Domain. In Models III and
IX, for every unit increase in Family Income, there is an increase in Health Management Selfefficacy by .01. Health Management Self-efficacy neither increases nor decreases in Model VI.
These findings are not statistically significant.
Education is the fifth variable in the Key Demographic Domain. In Model III, for every
unit increase in Education, there is an increase in Health Management Self-efficacy of .03. This
is statistically significant at the .001 level. Model VI indicates that for every level increase in
Education, there is a .05 increase in Health Management Self-efficacy. This finding is
statistically significant at the .01 level. Lastly, in Model IX for every unit increase in Education
there is a .03 increase in Health Management Self-efficacy. While not statistically significant,
this finding approaches significance.
Household Size is the sixth variable in the Key Demographic Domain. In Model III, for
every unit increase in Household Size, there is a decrease in Health Management Self-efficacy
by .04. This is statistically significant at the .05 level. Model VI indicates that for every level
increase in Household Size, there is a .06 decrease in Health Management Self-efficacy. This
finding is statistically significant at the .01 level. Lastly, in Model IX for every unit increase in
Household Size, there is a .02 Decrease in Health Management Self-efficacy. This last model did
not yield statistically significant results.
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Ever Foreign Residency is the final variable in the Key Demographic Domain. In Models
III and IX for every unit increase in Ever Foreign Residency, there was an average increase of
.04 in Health Management Self-efficacy. There was no relationship? noted between Ever Foreign
Residency and Health Management Self-efficacy in Model VI. None of these results were found
to be statistically significant.
Summary of Results
In this study, a series of nine regression models examined the relative impact of Aspects
of Health, Built Environment, and Key Demographic level variables on the Health Management
Self-efficacy of a national sample of Latinx adults. Results of the models demonstrate that there
are several significant predictors of Health Management Self-efficacy in the Latinx adult
population.
The Aspects of Health domain was assessed first. Health and Wellbeing is a statistically
significant positive predictor of Health Management Self-efficacy for All Latinx People and
Latinx men before controlling for other independent variables. Conversely, after controlling for
Built Environment and Key Demographic variables, Health and Wellbeing is a statistically
significant negative predictor for Latinx women. While Latinx’s Care: Easier did not yield any
statistically significant results for all Latinx people, findings for Latinx’s Care: Easier for Latinx
men and Latinx women, separately did approach significance. Additionally, Latinx’s Care:
Easier is a positive predictor of Health Management Self-efficacy for Latinx men, this finding
was found to be a negative predictor for Latinx Women before and after controlling for other
independent variables. Low-income Care is a statistically significant negative predictor of Health
Management Self-efficacy for Latinx men before and after controlling for all other independent
variables. While no other models for Low-income Care yielded significant findings, Low-income
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Care: Same did approach statistical significance as a negative predictor for Health Management
Self-efficacy in Latinx men after controlling for Built Environment and Key Demographic
domains. Rural Care is a significant negative predictor of Health Management Self-efficacy in
Latinx women. Rural Care: Same is statistically significant when controlling for other
independent variables, and after controlling for Built Environment-level variables. Rural Care:
Same approached statistical significance for Latinx women after controlling for Key
Demographic-level variables. Rural Care: Same is also found to be a statistically negative
predictor of Health Management Self-efficacy in Latinx women when controlling for Built
Environment-level variables. No other models produced statistically significant findings for the
variable Rural Care. Genetics, Personal Choices, Discrimination, Economic Resources,
Treatment by Society, Community Environment, Access to Education, Access to Healthcare,
Access to Health Insurance, and Access to Health Information were not found to be statistically
significant in all Models.
Within the Built Environment Domain, Belonging to Community is a statistically
significant positive predictor of Health Management Self-efficacy before and after controlling
for all other independent variables for all Latinx people, Latinx men, and Latinx women. The
next variable, Physical Environment Effects Health did not yield statistically significant findings
for any model. The last variable in this domain, Residency Effects Health is a statistically
significant positive predictor of Health Management Self-efficacy for all Latinx people and
Latinx women.
The final domain consisted of Key Demographic-level variables. When controlling for all
other variables, Age is not a statically significant predictor of Health Management Self-efficacy
for all Latinx people, men, and women. While Single is not a statistically significant predictor of
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Health Management Self-efficacy, this finding did approach significance for Latinx men as a
negative predictor for Health Management Self-efficacy. Region (Northeast, Midwest, and West)
yielded several statistically significant findings. Living in the Northeast is a statistically
significant positive predictor of Health Management Self-efficacy for all Latinx people and
Latinx men. However, this is not a statistically significant result for Latinx women living in the
Northeast. Conversely, living in the Midwest is a positive predictor of Health Management Selfefficacy for all Latinx people and Latinx women, but not Latinx men. Like the Northeast and
Midwest, living in the West is a positive predictor of Health Management Self-efficacy for all
Latinx people. Living in the West is also found to approach statistical significance as a positive
predictor for Latinx men, but not for Latinx women. Education is a statistically significant
positive predictor of Health Management Self-efficacy for all Latinx people, and Latinx men.
While not statistically significant, Education does approach statistical significance as a positive
predictor of Health Management Self-efficacy in Latinx Women. Household Size is a
statistically significant negative predictor of Health Management Self-efficacy for all Latinx
people and Latinx men. This is not found to be a statistically significant predictor in Latinx
women. The last variable in this domain, Ever Foreign Residency is not a statistically significant
predictor in any model.
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Chapter 5: Discussion

Using quantitative methods, this dissertation sought to examine the relative impact of
aspects of health, built environment, and key demographic variables to predict health
management self-efficacy in Latinx populations. As illustrated in chapter 4, findings from this
study indicate that health management self-efficacy (HMSE) can be predicted through aspects of
health-, built environments- and key demographic level variables. Within chapter 5, results from
this study will be discussed in the context of previous findings. To conclude this chapter, the
results will be contextualized within the frameworks of the health promotion model, critical race
theory, and intersectionality
Domains
This research analyzed various independent variables, which were determined through a
detailed review of the literature to analyze which factors could influence HMSE. The variables
were then categorized into three separate domains: aspects of health, built environment, and key
demographic. This chapter will review the findings within each domain, and how it is linked to
previous research outcomes.
Aspects of Health Variables
Results from this study indicated that when controlling for the built environment- and key
demographic-level variables, Latinx women who have high health and wellbeing, also have
significantly decreased HMSE. Latinx women also had significantly decreased self-efficacy for
every unit increase of Latinxs’ care: easier and rural care: same, when controlling for all other
variables. For every unit increase in Low-income: Easier and Low-income-same, when
controlling for all other variables, Latinx men had significantly decreased HMSE.
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Health and Wellbeing. The health and wellbeing variable was found to be a significant
factor in health management self-efficacy for Latinx women when controlling for all other
variables. For every unit increase in health and wellbeing, there is a decrease in HMSE. This
finding is consistent with the current literature (Greder & Reina, 2019; John et al., 2022; Treiman
et al., 2019). Generally, these studies included samples that were comprised of all or
predominantly women. Findings indicated that while the subjects knew or learned about HPB,
the barriers to overcome were perceived as too great to initiate or continue.
Health and wellbeing and the adoption of HPB do not have a positive relationship. In a
cross-sectional study by Treiman and colleagues (2019), researchers sought to identify the
impact of a chronic disease prevention program on Medicaid beneficiaries. Over 2200
participants were included in the study sample, 64% of whom were women, and 16% of the total
sample self-identified as Latinx. To assess the impact of the program, researchers used the
following measures: helped understand health issues, helped learn ways to take better care of
health, and encouraged lifestyle changes to improve health. When compared to NHW, Latinx
individuals were significantly more likely to indicate that the intervention program helped them
understand health issues (p < .05), however, there was no significant increase, over NHW, in
making lifestyle changes to improve health. While one may have knowledge on improving their
health, there can be other factors that influence adopting HPB.
Despite being aware of how to achieve health, women face challenges in achieving and
maintaining health. In a phenomenological study by Greder and Reina (2019) migrant Mexican
women described what it meant to be healthy, how they stay healthy, and the barriers faced to
achieving health. Among the thematic findings, women discussed their strategies to increase
foods they considered healthy and increase activity. These themes were discussed in the context
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of family. For example, most women interviewed, prepared meals at home to ensure family
meals were healthy. Additionally, activity as a family was the thematic title that described
physical activity. They described how physical activity was done together with their other family
members, predominantly their children, rather than an individual activity. Juggling roles or
prioritizing their roles as partners, mothers, employees, and daughters, made it difficult to
address their own individual health needs. Interpersonal influences and competing demands,
such as the needs of their family and others, can make HMSE for Latinx women difficult to
achieve, despite being aware of the factors that can improve or maintain health.
Interpersonal influences and competing demands as they relate to HPB can be perceived
differently between Latinx men and women. In an exploration of family-level factors that
influence physical activity in Latinx families, John and colleagues (2022) interviewed dyads
about their physical activity levels. While most participants were women (70%), men did
comprise 30% of the sample. Twenty dyads were interviewed and consisted of partners, siblings,
parent-child, and in-laws. In addition to interview data, researchers collected demographic data
and activity level data, including dyad concordance. Of the 20 dyads, 8 were partners/spouses, of
which 5 had inactive concordance, 2 were discordant, and 1 had active concordant levels.
Consistent with Greder and Reina (2019), overarching themes among female participants
included managing multiple roles, and wanting to participate in activities with others. Themes
included help with responsibilities, challenges posed by children, and competing responsibilities
(individual and family). Those themes were predominantly or solely expressed by female
participants. Most themes were based off the comments made by women, as the authors
indicated that responses from the men were brief and vague.
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Blacks’ Care. The variables Black’s care: harder, Blacks’ care: easier and Blacks’ care:
same was not found to be statistically significant in any model, with and without controlling for
other variables, for Latinxs, Latinx men, and Latinx women. Results from this study indicate that
the Blacks’ Care variable was not significant in HMSE of Latinx people. Existing literature on
Latinx-Black attitudes toward each other has produced variable outcomes, with results that
indicate indifference toward each other to perceptions of competition. To better understand these
perspectives researchers set out to explore the inter-group relationships between both groups
through the use of the Latino National Survey (Gomez-Aguinaga et al., 2021). To measure
Black-Brown competition, researchers developed a measure that compared the respondent’s
perceived competition and commonality with Blacks, versus other Latinxs. Responses were
analyzed by comparing measuring the difference. In the national sample, Latinx people
perceived a higher level of competition with other Latinx than Blacks (43% vs. 32%
respectively), and 24% of respondents had no variation between groups. The responses to
commonality indicated that Latinxs had more commonality with other Latinxs than Blacks (49%
vs. 29%, respectively), and 22% of respondents had no variation between groups. These findings
suggest that most Latinxs, see other Latinx people are their competition, rather than Blacks.
While there were no items that specifically asked about health care resources, there was an item
about education access. As a social service, it can be inferred that those responses would yield
similar results to health care resources if asked. Results produced in this study are comparable to
other studies, in which Latinxs do not perceive Blacks as competition, and would not impact
HMSE.
Latinx Care. The variables Latinxs’ care: harder, Latinxs’ care: easier, and Latinxs’ care:
same revealed that for Latinx women, for every unit increase in Latinxs’ care: easier, there was a
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decrease in HMSE that approached significance, when controlling for all other variables. None
of the other models for these variables produced significant results. While access to healthcare
has been identified as a barrier for Latinx (Mahajan et al., 2021; Titus & Kataoka-Yahiro, 2019),
this may not always be the reason why Latinxs do not utilize healthcare services. There may be
other factors that are related to the low utilization of healthcare in Latinx populations. To better
understand healthcare access utilization among Latinxs, De Jesus and Xiao (2014) compared
access factor variables, to health locus of control (HLOC) variables. Using data collected from
the 2007 Pew Hispanic Healthcare Survey, the results of 4,013 respondents were analyzed to
identify any relationships between the variables. The sample was evenly divided between male
and female participants. Findings indicated that those with high external HLOC and those with a
lack of continuous health insurance were significantly less likely to utilize medical attention.
Additionally, within the other variables examined, those who self-reported their health condition
as being very good or excellent, were 60-70% less likely to utilize healthcare services, than those
who reported having poor health. Converse to the findings in this dissertation, the cited article
found that males were also significantly less likely to utilize medical care. It may be possible that
the female respondents to the 2018 NSHA who indicated Latinxs’ care: easier have lower HMSE
because of high external HLOC or fatalistic views.
Low-income Care. When controlling for all other variables, low-income care: easier and
low-income care: same was found to be inversely correlated with HMSE in Latinx men. Findings
for low-income: easier was statistically significant, while those for low-income: same
approached significance. This finding was not noted in Latinx people or Latinx women. One
explanation for this finding in Latinx men could be attributed to Machismo (Hawkins et al.,
2017). Discussed earlier in Chapter II, machismo attitudes include perceptions that men are in
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overall control and must remain resilient to disease, and other external factors to care for their
families. The average household income of respondents was less than $40,000 (Table 1), which
was over $20,000 less than the average US household income, and $10,000 less than the average
Latinx household income in 2018, the year data was collected (Semega et al., 2021). The average
participant may have been considered low income or within but not exceeding 150% above the
poverty line. This means that, on average, the male respondents were at or around low income
themselves and responded to this question as a matter of self-perception. To these male
respondents, machismo attitudes, such as control and responsibility for others, may impact this
finding. First, Latinx men may not admit to challenges in low-income populations obtaining
healthcare services because that may be seen as conceding to a lack of control within themselves.
Additionally, Latinx men may also perceive that low-income people may have the same or more
accessible opportunities to obtain healthcare services because they may have limited experience
in seeking these opportunities. Seeking healthcare services may be viewed as vulnerable or
weak, limiting Latinx men from seeking medical care for either primary or secondary care
services. However, this is an area that needs to be explored further, especially as it would be
expected that these results would have been replicated in Blacks’ care, Latinxs’ care, and Rural
care variables for Latinx men.
Rural Care. When controlling for all other variables, rural care: same was found to
approach significance health management self-efficacy for Latinx women. Furthermore, rural
care: same was statistically significant for Latinx women before adding the built environmentand key demographic-level variables (Models VII and VIII). A systematic review assessing the
literature on rural health and built environment in Latinx populations may provide support for
findings within this study (Stone et al., 2019). This rigorous review included 146 papers that
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included quantitative, qualitative, and mixed-method studies. As discussed earlier in Chapter 2,
women are traditionally responsible for caring for others in the household, including shopping,
preparing, and cooking meals for the family. The systematic review identified that rural
environments did not have a large variety of familiar and healthy foods, clean water, and
adequate kitchen spaces to store, prepare and store food. Additionally, this review identified that
Latinx people living in rural areas were more likely to use traditional or home remedies to
manage illnesses because of the scarcity of health resources. Additionally, Latinx people may not
realize that experiences vary based on various factors. Latinx people are less likely than NLW to
be aware of having diabetes (Chatterji et al., 2012). This finding was also noted in non-Latinx
Blacks for both hypertension and diabetes. While this study did not capture if participants lived
in rural areas, and therefore there is no information to identify a correlation between urban and
rural spaces and responses to the question “When Americans living in rural communities need
health care, do you think it is easier or harder for them to get the care they need than it is for
those who live in urban, or is there not much of a difference?”, it could be speculated that women
who selected rural care: same are unaware of resource differences between the two area types.
Furthermore, they may perceive that everyone, regardless of living in a rural or urban
environment, may struggle to access resources, such as healthy food items.
The next set of variables within this domain, within the Determinants of Health concept,
were the perceptions of participants and their perception of the variable’s impact on health
outcomes. Furthermore, for the following variables, participants are asked to select if they think
the item identified is one of the top three reasons people with lower income live on average 7.5
years less than people with higher incomes, meaning that these questions reflect the respondents'
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perception. Additionally, this question required the participant to select three of the variables,
which prevented the participant from responding to all variables observed.
Genetics. The variable genetics was not found to have a significant impact on HMSE on
Latinxs as a group or when split by gender. This result is consistent with the literature which
identifies knowledge and access deficits among Latinxs and genetics (Conley et al., 2021;
Gómez‐Trillos et al., 2020). An RCT in which Latinx women in the intervention group received
culturally and linguistically suitable educational material examined if women who received
genetic testing and counseling information were more likely to seek genetic testing and
counseling than those with usual care (Conley et al., 2021). Women in the intervention group
were provided access to no-cost genetic screening and testing in addition to the educational
material. Findings indicated that women in the intervention groups were more likely to seek
testing and counseling.
Additionally, this RCT was performed in both the US and Puerto Rico. Women living in
Puerto Rico who were in the control group were also extended an opportunity to receive genetic
testing and screening after the RCT was concluded. Most women in the control group (78%)
living in Puerto Rico sought testing and counseling after the trial. This secondary finding
demonstrates the importance of access to healthcare and healthcare utilization. This finding was
also noted in a qualitative study assessing barriers and facilitators of Latinx women and the
genetic cancer risk assessment (Gómez et al., 2018). Themes from semi-structured interviews
also identified knowledge and access barriers that prevented cancer assessment. Participants
identified that the material is hard to understand due to a lack of Spanish language materials and
language barriers with providers. There was confusion among genetic terminologies, such as
“mutation” being mistaken for “mutilation” or “amputation” (Gómez‐Trillos et al., 2020, p. 510).
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Furthermore, competing priorities, such as cost and family, also delayed or prevented seeking
genetic assessment. Latinxs may not perceive genetics as a significant factor in why people with
lower incomes live shorter lives because they may not have a good understanding of how
genetics influences health due to educational and access barriers.
Personal choices. The variable personal choices did not significantly impact HMSE on
Latinxs as a group or when split by gender. Considering that social determinants of health are a
significant component of health and health outcomes, the idea of personal choice may not be
available for all. In a study examining the economic and biological factors impacting obesity,
dual-decision or a decision that is made to address both deliberative and affective needs (Ruhm,
2012). Contemplative needs revolve around making efficient economic decisions, while affective
needs are biological and attractions. Findings indicate that many people make decisions that
impact their immediate situations and status today. For example, if someone is hungry, and fast
food is cheap, looks good, and can be obtained easily, the most efficient decision is to buy and
consume fast food. Even when people know that in the long term, fast food may not be the best
option for their health, immediate needs of nutrition, cost, and accessibility are the primary
concern. To further impact these decisions, vulnerable populations often live in food deserts
where healthy food options may be even harder to attain, compounding the efficiency of
purchasing fast food. There is a dearth of literature on this topic. Still, it merits more
investigation as healthcare providers, researchers and policymakers may wrongfully assume that
people have a choice to be healthy.
Discrimination. The variable discrimination was not found to have a significant impact
on HMSE on Latinxs as a group or when split by gender. Currently, there are inconsistencies in
current literature with discrimination as an essential factor of HMSE. Attanasio and Kozhimannil
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(2015) examined the relationship between discrimination and postpartum visit attendance.
Employing data from the 2011-2012 Listening to Mothers III national survey, researchers
examined the relationships between racial/ethnic-, insurance-, or difference of opiniondiscrimination and if postpartum women returned for their 6-week postpartum visit. Latinx
women comprised 25% of the sample population that did report discrimination. Findings
indicated that women who perceived discrimination were significantly less likely to return for a
postpartum visit.
Conversely, a different study examined disparities in influenza vaccination participation
in chronically ill adults and perceived discrimination experiences (Bleser et al., 2016). In this
study, data from the Robert Wood Johnson Foundation (RWJF) Aligning Forces for Quality
(AF4Q) were analyzed using logistic regression and examined vaccination uptake by
race/ethnicity and perceived discrimination. Descriptive statistics demonstrated that Latinx
participants comprised 12% of the total sample of 8,127 participants. Of the Latinx participants,
13% received the influenza vaccine within 12 months of completing the survey. This is a stark
contrast compared to NLW, in which 78% of the population received the vaccination. Logistic
regression did not find that Latinx people were significantly less likely to receive the influenza
vaccination due to discrimination. Furthermore, while the unweighted sample analysis did
indicate a significant negative relationship between discrimination and vaccination rates when
covariates were added to the model, this finding was no longer significant. Further investigation
is warranted to investigate the relationship between positive health behaviors, HMSE, and
discrimination.
Economic resources. The variable economic resources were not found to have a
significant impact on HMSE on Latinxs as a group or when split by gender. Manstead Field
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(2018) outlined that people from working-class environments have less access to resources and,
therefore, a limited internal locus of control of their own lives. While the primary subjects of the
articles reviewed were NLW, there may be transferable findings. Citing various studies,
Manstead summarized findings indicating that working-class populations perceived an external
locus of control was responsible for their health, income, and occupation. This also links to
previous work cited where personal choices are based on a dual-decision-making (Ruhm, 2012),
meaning that the most efficient decision that addresses deliberate and affective needs are the
ones sought after. Due to limited resources, decisions focus predominantly on economic values
rather than health and wellness. While this finding was not the result in this study, as a
perception question, Latinx people may not be cognizant of this relationship.
Treatment by society. The variable treatment by society was not found to have a
significant impact on HMSE on Latinxs as a group or when split by gender. The perception of
how society treats and should treat low-income individuals treated is very complex. The main
reason for these complexities can be attributed to how society is stratified. The stratification of
society is a social construct, and there are a variety of factors that may be used to determine
social status. As described previously, Manstead (2018) examined the “psychology of social
class.” A section of this review delved into the relationship between prejudice and social status.
Findings indicated that prejudice stemmed from situations where the predominant race competes
for resources, such as housing and jobs, with minority populations. By way of discrimination,
treatment by society can impact HMSE. However, more needs to be learned and understood
about this relationship.
Community Environment. The variable community was not found to have a significant
impact on HMSE on Latinxs as a group or when split by gender. This finding diverges with
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current evidence found in the literature. The community environment has been correlated to
impact health outcomes significantly. Buschmann (2018) and colleagues examined the
relationship between neighborhood quality and allostatic load in a statewide sample of Texans
(Buschmann et al., 2018). Allostatic load refers to the physiologic toll of stress on an individual.
Data used for this study was from the Texas City Stress and Health Study (TCSHS). The TCSHS
collected data between 2004 through 2006 and included 2,706 participants. Buschmann and
colleagues measured neighborhood quality through neighborhood socioeconomic status,
perceived neighborhood quality, and observed neighborhood quality. Additionally, the allostatic
load was measured within five categories: cardiovascular, metabolic, inflammatory, immune,
stress hormone, and viral reactivation measures and markers. Regression modeling was used to
create models for each neighborhood quality measure, allostatic load, and covariates. When
covariates were added, Results indicated that perceived neighborhood quality significantly
impacted allostatic load (p < .05). The perception of neighborhood quality, rather than the
neighborhood’s socioeconomic status or observed neighborhood status, affected physiological
factors. These physiological changes are also known to affect chronic illnesses.
Furthermore, this finding conflicts with evidence found within this current study, in
which HMSE increased significantly with Belonging to Community and Residency Effects
Health. That finding will be described in more detail later in this chapter. Again, the question
used from the 2018 NSHA dataset asks participants to identify their top three choices among 12
different options related to why people with low income live shorter lives, and participants could
have perceived other options as more critical to the disparities.
Access to education. The variable Access to Education was not found to have a
significant impact on HMSE on Latinxs as a group or when split by gender. This is not consistent

112

with current literature findings where educational attainment has been linked to lower HMSE. A
secondary analysis of an intervention to promote physical functioning examined the relationship
between educational attainment, health status, and intervention outcomes (Vilen et al., 2018).
The intervention, Camine con Gusto (CCG), was developed to improve physical symptoms
associated with arthritis in a Latinx population. Results of an Arthritis Self-efficacy Spanishmodified short scale was used as part of psychosocial measures. Descriptive characteristics of
participants identified a significant difference in self-efficacy between those who had less than a
high school diploma and those who had at least graduated high school (p = .03). While CCG was
effective in symptom management for both educational level groups, those without a high school
diploma were less likely to walk for more than three days.
Additionally, the group with at least a high school education level was more likely to
utilize the workbook part of the CCG program. One reason for the disparity between the findings
in this study and other work may be attributed to the participant's education level. The average
education level for Latinx participants was some college, no degree (Table 1).
A different study examined educational attainment and access to healthcare services;
there were mixed results between the highest education level and healthcare access (Langellier et
al., 2020). This study examined Mexicans, their education level, and their use of healthcare
resources, such as insurance, medical providers, and hospitalization. The sample population
included Mexicans who lived in Mexico, Mexican Americans (currently living in the US,
regardless of nativity), and Mexican migrants (inbound, outbound, or deported). All Mexican
Americans and Mexican migrant participants resided in California. Multiple datasets were used
in this study, including the 2012 Mexican National Health and Nutrition Survey, the 2013 Project
Migrante Health Care Access and Utilization Survey, and the 2013-2014 California Health
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Interview Survey. Findings indicated significant differences in those who graduated college in
Mexicans in Mexico, Northbound Mexicans, and Mexican Americans born outside of the US and
continuous insurance coverage compared to those in the same category but without completion
of college. There was a significant negative relationship between Mexican Americans who
graduated high school and hospitalization (p < .05). In most groups, the odds ratio of having a
medical provider was not statistically significant when stratified by educational attainment.
While HMSE was not directly measured in that study, insurance coverage and having a primary
provider can contribute to HMSE. Various factors are associated with educational attainment,
and HMSE merits further exploration.
Access to healthcare. The variable Access to Healthcare was not found to have a
significant impact on HMSE on Latinxs as a group or when split by gender.
Researchers examined the relationships between healthcare utilization, access to care,
acculturation, insurance type, and key demographic variables in Latinx adults living in San
Diego (Nelson et al., 2018). Findings indicated that acculturation was a significant factor in
healthcare utilization among all participants with insurance. Latinxs with insurance access who
were more acculturated were also more likely to have a primary provider, receive care in a
provider’s office vs. a community clinic, and were more likely not to have obstacles that
prevented them from seeking medical care. Acculturation was not captured in the 2018 NSHA.
Therefore, this correlation was not an option for assessment, but it does demonstrate a need to
capture acculturation data when researching ethnic groups.
As mentioned in Chapter II, a systematic review examined healthcare utilization of
Latinx people and punitive immigrant policies (Vernice et al., 2020). Despite increased fear of
deportation and “public charge,” not all punitive policies (enacted or proposed) yielded
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significant declines in healthcare utilization. There are many variables related to healthcare
access, including acculturation and citizenship status. This variable needs further examination
better to understand the relationship between access to healthcare and HMSE.
Access to health insurance. The variable Access to Health Insurance was not found to
have a significant impact on HMSE on Latinxs as a group or when split by gender. Current
research indicates that access to health insurance is essential in seeking routine medical care such
as disease screening. Researchers examined insurance status and the relationship to chronic
disease screening in Mexican Americans living in El Paso, Texas (Salinas et al., 2015).
Regardless of acculturation, primary language (English or Spanish), nativity (Mexico or USborn), and familialism, access to health insurance was a significant factor (p = .000) in receiving
cholesterol checks, blood pressure checks, and blood sugar checks. More recently, this result was
found when examining healthcare utilization in Latinxs who had no health insurance, health
insurance exchange provided by the state, and private health insurance (Nelson et al., 2018).
When compared to Latinxs with health insurance, those with no insurance were significantly less
likely to have a main provider and receive care in a provider's office (vs. clinic).
Additionally, Latinxs without health insurance coverage were substantially more likely to
cite financial reasons for not seeking care from a provider. Access to health insurance is a
significant factor in HPB, such as receiving medical care and screening. Further investigation is
warranted to examine the relationship between HMSE and access to health insurance.
Access to health information. The variable Access to Health Information was not found
to significantly impact HMSE on Latinxs as a group or when split by gender. Current research
does link low income to decreased access to health information. Chen and colleagues (2019)
examined the access and use of health information differences between people who lived in rural
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vs. urban areas. Considering access and use of health information and use, researchers also
examined where respondents access health information, level of health literacy, and
socioeconomic data. Of the 302 rural and 298 urban participants, Latinx comprised 4% and 12%
of each sample, respectively. There was no significant difference in health literacy levels
between groups. There were few significant differences between rural and urban populations
when adjusting models to control for race (not ethnicity), income, and education levels.
Additionally, as a question related to the perception of others, there may be unawareness of the
relationship that may contribute to this result as well (Chatterji et al., 2012)
Built Environment Domain
Within the Built Environment domain, Belonging to Community was a significant
positive predictor of Health Management Self-efficacy after controlling for all other independent
variables for all Latinx people, Latinx men, and Latinx women. Physical Environment Effects
Health did not yield statistically significant findings for any model before or after controlling for
all other variables. Residency Effects Health was a statistically significant positive predictor of
Health Management Self-efficacy for all Latinx people and Latinx women.
Belonging to community. Belonging to community was significantly and positively
correlated with HMSE in all Latinx groups when grouped together and split by gender. These
findings are consistent with the literature that indicate factors such as social support (Dellaserra
et al., 2018) and civic activity (Marquez et al., 2016). Social support, or support from others that
can be emotional or tangible. Typically, social support from others outside of the family is
gathered from members of people in your community. In a study conducted by Dellaserra and
colleagues (2018), researchers analyzed data to determine if perceived factors, including social
support, are acculturation factors and leisure-time physical activity in a group of Mexican adults.
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Utilizing a secondary data set, researchers used hierarchal logistic regression to examine how the
relationship between acculturation level and physical activity was impacted by perceived
environmental barriers, social support, and intention to exercise. Social support was measured by
utilizing the Medical Outcomes Study Support Survey results. Findings indicated that when
controlling for all other variables, social support was positively correlated with moderate to
vigorous physical activity (OR = 3.76). Consistent with the HPM, this demonstrates how
interpersonal influences can impact HPB.
Participation in civic groups is another way people can have a sense of community
belonging and, in turn, help people better understand HMSE through the awareness of resources
and increasing social networks. Researchers employed a cross-sectional to examine how civic
group participation increases the likelihood of meeting national physical activity
recommendations by increasing social network size and resource awareness (Marquez et al.,
2016). Using serial multiple mediations, researchers examined how civic group participation
impacts meeting the national recommendations of physical activity through two mediators, social
network size, and local physical activity resources awareness. Results indicated that people who
participated in civic groups were more likely to have more extensive social networks. Results
also indicated that people with more extensive social networks had greater awareness of local
physical activity resources. Lastly, people with a greater understanding of local physical activity
resources were more likely to engage in the recommended amount of physical activity.
Community belonging has an influence on HMSE, such as physical activity, through
interpersonal and situational influences of increasing social support and knowledge of local
resources.
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Physical environment effects health. The variable Physical Environment was not found
to significantly impact HMSE on Latinxs as a group or when split by gender. There is a dearth of
literature on the physical environment, HMSE and HPB. Risk perception related to the
environment is a factor that impacts those who are near overt sources of pollution. A study
conducted in Massachusetts investigated pollution risk perception (Barton Laws et al., 2015).
Researchers examined gender and race/ethnicity factors to understand better how these factors
may impact risk perception.
Data collected for the Community Assessment of Freeway Exposure and Health was used for
this study. Participant data were categorized based on residency distance from a major highway.
Findings identified that regardless of gender, race, or ethnicity, proximity to a major highway
was the most significant factor in pollution risk awareness. To improve HPB to improve overall
health outcomes and combat areas with high levels of contamination and pollutants, current
efforts are in place to help improve awareness (Brewer et al., 2019). The Body Balance: Protect
Your Body from Pollution with a Healthy Lifestyle program was developed for residents in
Appalachian communities. There was a significant increase in knowledge related to nutrition and
reducing intake of pollutants and increasing healthy food. More research needs to be conducted
on the physical environment, HMSE and HPB overall, regardless of gender, race, or ethnicity.
Residency effects health. When controlling for all other variables, Residency Effects
Health was significant among Latinx people and Latinx women. However, this finding was not
found to be significant for Latinx men.
Perceived environmental barriers, such as crime, residential density, and traffic, can
significantly affect HMSE. As mentioned previously, Dellasera and colleagues (2018) examined
how the relationship between acculturation level and physical activity was impacted by
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perceived environmental barriers, social support, and intention to exercise. The variable,
perceived environmental barriers, was measured utilizing the Neighborhood Environment
Walkability Scale results. Findings indicated that when controlling for all other factors,
perceived environmental barriers were positively correlated with total and moderate to vigorous
physical activity (OR= 4.39, and OR=5.56, respectively. Consistent with the HPM, this
demonstrates how interpersonal influences can impact HPB.
Latinx women's perceptions of their community have also been noted to be a factor in
achieving HPB, such as physical activity. A systematic review was implemented to examine the
literature on Latinx women and physical activity (Tovar et al., 2018). Twenty-one studies from
1991 through 2016 met the criteria for the review. One of the aims was to observe the significant
factors associated with physical activity in Latinx women. Seven articles studied the correlation
between physical environmental factors and physical activity, of which two identified significant
relationships between traffic and neighborhood safety. However, all but one study was published
before 2010.
More recently, a cross-sectional study examined the associations between environmental
factors and physical activity. Environmental factors such as walking environment, esthetics,
safety, and violence were assessed using the Neighborhood Scales Questionnaire. Data from 39
Latinx women indicated a significant (p < .05) positive correlation between walking
environment, esthetic quality and safety, and leisure-time physical activity.
The current literature has conflicting findings on the relationship between perceived physical
environment and HPB (Dellaserra et al., 2018; Perez et al., 2017). In Chapter II, the correlation
between perceived neighborhood environment and physical activity was discussed (Perez et al.,
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2017). Negative perceptions of the neighborhood environment yielded significant decreased
physical activity (p = .003) in a group of Latinx women living in the San Diego area. Conversely,
Key Demographic Level Variables
Age. The variable age was not found to significantly impact HMSE on Latinxs as a group
or when split by gender. Overall, there has been a decrease in health promotion behaviors in the
US population. Becker and colleagues (2020) examined the difference in health behavior trends
from 2001-to 2006 and 2011-2to 016. This study examined National Health and Nutrition
Examination Survey (NHANES) data collected in the timeframe for adults between 24-and 39
years of age. This study indicated a significant decrease in moderate and vigorous exercises and
a decrease in consumption of fruits and vegetables.
Additionally, there were substantial increases in people with obese category BMI. While
this study did not split the data on race/ethnicity, it does establish the national trends.
Specifically, when examining Latinx populations, various factors related to inequity and
socioeconomic disparities can impact HBP. Brown (2018) used an intersectional approach to
explore the relationship between NLW, NLB, and Mexican-American groups, aging, and health
disparities in the US. Examining data from the Health and Retirement Study (HRS) waves 1-11
(data collection starting in 1992), Brown assessed chronic conditions, functional limitations, key
demographic variables, social and economic resources, health behaviors, and medical care. Each
racial/ethnic group was further stratified by nativity, either US-born (USB) or foreign-born (FB).
When compared to USB NHW, USB Mexican Americans had significantly higher numbers of
chronic conditions, functional limitations, and obesity. When compared to NLW, foreign-born
Mexican Americans had significantly more functional limitations and rates of obesity.
Regardless of nativity, Mexican Americans were less likely to have been to a doctor within a
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year of taking the survey or have private health insurance when compared to NLW. Projection
models of health trajectories were also developed for this study. Among USB populations
between the ages of 51 and 80, Latinxs were more likely to have more chronic diseases and
functional limitations at age 51 and continue to remain higher than their NLW counterparts.
Latinxs who were FB were found to have slightly less chronic and functional limitations at 51
when compared to NLW. However, the chronic disease disparities begin to occur at age 60, and
functional disparities occur just after age 51 and remain higher until the age of 80, when NLW
have more. When comparing USB to FB Latinx people, FB are more likely to have fewer
chronic conditions. Brown’s models also suggest that when controlling for socioeconomic
resources, FB Latinxs would have improved health outcomes compared to NLW. Brown's
previous work has also examined race/ethnicity and gender when examining disability through
aging (Warner & Brown, 2011). In this study, Latinx women were more likely to have more
limitations and continuously increase over time, consistently higher than NLW and NLB men
and women. Many factors contribute to HMSE and HPB adoption, and age may not be
significant in these findings because of overall inequities and disparities.
Single. The variable single was found to impact HMSE in Latinx men significantly,
however not on Latinxs as a group or when just looking at Latinx women. Latinx men who are
single were noted to have decreased HMSE compared to married men in the sample. This finding
is consistent with findings that suggest that men with chronic illnesses, such as diabetes, are
often cared for by their female partners. A narrative review examining spousal support and diet
adherence of people with T2D evaluated 28 studies (Albanese et al., 2019). There were vast
differences between men and women, which suggested that most female partners would support
their male counterparts through traditional gender roles by providing healthy meals and
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managing diets. Furthermore, men were more likely to indicate that the whole household would
change their diet to accommodate their needs. Conversely, women were more likely to
independently manage their diet and were less likely to identify their male partners as supportive.
Additionally, women were less likely to have dietary support from their families and were found
to prepare additional meals or prepare regular meals to appease their families and partner. This
was also found to be persistent in Latinx cultures. Without the additional support of a female
partner, single Latinx men do not have the support that married men do to support HMSE.
Region. When controlling for all other variables, the region has a significant impact on
HMSE. Compared to the South, living in the Northeast, Midwest, and West was significantly
correlated to increased HMSE. Furthermore, when split by gender, there was evidence
demonstrating differences in the region by gender. The Southern US region has consistently been
noted to have higher rates of chronic disease. Southern US areas have higher rates of diabetes,
hypertension, cardiovascular disease, and cancer when compared to other areas of the country
(Nowakowski et al., 2019; Ward, 2016). When splitting the sample by gender, the significance of
the regional impact on HMSE varies by gender. Compared to the South, Latinx men have higher
HMSE in the Northeast (p £ .05) and the West (p £ .1). Meanwhile, women living in the
Midwest regions have increased HMSE (p % .01) compared to the South. Ward and Black
(Ward, 2016) did explore multiple chronic conditions by US regions for a morbidity and
mortality weekly report.
Regional differences between men and women were also noted. However, this report included
nine different areas, making this study's comparisons challenging to interpret. Findings from
Ward’s and Black’s research indicated that women had a nationally higher prevalence of
multiple chronic conditions nationally and in Mountain, West North Central, East North Central,
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and New England when compared to men. This report, however, was not broken down by
race/ethnicity. Consistent with findings applying structural intersectionality to examine health
disparities (Homan et al., 2021), Black women were found to have consistently lower self-health
rated scores when accounting for racism, sexism, Gini (financial disparities), and all
combinations of those factors when compared to Black men and both NLW men and women.
While that study did not assess Latinxs, it necessitates further exploration, especially as Latinx
populations rise.
Family income. When controlling for all other variables, Family Income was not a
significant factor affecting HMSE for all Latinx people together and when split by gender. This
finding is consistent with other research that analyzed the effect income had on health outcomes.
Analysis of the Health and Retirement Study (HRS) observed differences in multimorbidity and
chronic disease accumulation by race/ethnicity (Quinones et al., 2019). No statistically
significant findings were observed in any racial/ethnic group when the net worth was added to
the models. While no correlation between income and HMSE, when controlling for other factors,
was identified in this dissertation, some studies contradict this finding. Latinx people with
limited income have identified difficulties accessing healthcare resources. This was identified in
a literature review summarizing the T2D in the Latinx population living in the US (AguayoMazzucato et al., 2019). Latinxs were identified as having difficulties accessing healthy foods
and safe places for physical activity. Furthermore, a lack of transportation contributed to
problems receiving care or accessing resources that supported HPB. These conflicting findings
merit additional examination to understand better how income can impact HMSE and HPB.
Education. The variable Education was significant in all Latinx people and Latinx men,
and it approached significance in Latinx women. The correlation between Education and HPB
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and HMSE has often been found to have a positive relationship. A recent study examining the
effects of a walking program aimed to increase walking and improve health status among Latinxs
also evaluated education levels (Vilen et al., 2018). Researchers assessed data from the Camine
con Gusto study, a pre-post data set assessing demographic characteristics, physical functions,
arthritis symptoms, general health status, psychosocial measures, and program adherence.
Findings from this study linked that those who had not received a high school diploma were
more likely to report lower general health scores and higher comorbidities. Furthermore,
intervention results were positive for all participants in increasing physical activity. Still, those
who did not graduate high school were less likely to review written materials and walk more than
twice per week. While most Latinx in this current study did attain a high school diploma,
participants with higher levels of education were more likely to have higher levels of HMSE.
Household size. When controlling for all other variables, Household Size significantly
impacts health management self-efficacy in all Latinxs. However, upon splitting the sample by
gender, while household size significantly affects Latinx men, it does not substantially impact
Latinx women. One reason that can support this finding could relate to the traditional gender
roles and the function of each family member. Machismo attitudes imply that men are
responsible for earning money to support their families, and this was noted in a qualitative study
examining Latinx men and health (Daniel-Ulloa et al., 2017). As the household size grows, more
money is required to support housing, food, and other resources needed.
Conversely, while women also have additional responsibilities with more people in the house,
such as kids, they incorporate their family members in improving HPB. A focus group
qualitative study examined diabetes management action plans among Latinx families. Women's
comments revolved around buying and preparing healthier meals and modeling positive health
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behaviors for their children (López & Yamashita, 2018). While an increase of family members
can increase the need for resources, traditional roles, and the need to provide income for the
family, it may make HMSE difficult for Latinx men.
Ever foreign residence. The variable Ever Foreign Residence was not found to
significantly impact HMSE on Latinxs as a group or when split by gender. This question did not
specifically ask if the participant was born outside of the United States or how long they lived in
the US. Current research suggests a negative relationship between health outcomes and being
born outside the US (Palacio et al., 2020). In a retrospective cohort study, researchers assessed
people's medical records who received care in the Miami area. In addition, participants
completed social determinants of health survey. The data was then used to calculate the
Framingham Risk Score for cardiovascular disease (FRS-CVD), which calculates cardiovascular
disease risk. Of the 2,876 participants, 38% were Latinx. This study indicated that being born
outside the US was associated with a higher FRS-CVD or risk of developing cardiovascular
disease. These findings contradict the results described earlier by Brown (2018). In that study, it
was noted that foreign-born Latinx were less likely to have as many chronic conditions as their
US-born counterparts. There are many components to examine related to nativity, HMSE, and
HPB, specifically acculturation, which requires further investigation.
Theoretical Discussion
Findings in this study were congruent with components of the health promotion model,
critical race theory, and intersectionality. While unexpected, not significant findings were noted,
such as income and age; this demonstrates how multiple components impact
HMSE. The interpersonal components of family, environment, and community involvement
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significantly impacted HMSE. Intersectionality, as a component of CRT and as its framework,
demonstrates apparent differences between men and women and the role
gender has in influencing HMSE. This is shown within the Region variable. HMSE was higher
in all regions when compared to the South for all Latinx people. However, when
split by gender, areas with significantly higher levels of HMSE for men did not yield the same
results for women, and vice-versa. While more information needs to be assessed, intersectional
differences could be attributed to cultural differences and experiences that can best be
understood and resolved with the involvement of Latinx people.
Summary
In this chapter, there was a review of the results in the context of the current literature.
This chapter elaborates on the limitations and similarities between this study's findings.
Finally, this chapter concludes by reviewing the results in the context of the theoretical
frameworks applied in this study. The next chapter will include an overview of limitations,
implications, and future research.
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Chapter 6: Conclusions

Introduction
This dissertation examined the impact of Aspects of Health-, Built Environment-, and
Key Demographic-level variables on Health Management Self-efficacy in a national sample of
Latinx adults. The previous chapter described the results of this study in the context of other
findings and the theoretical frameworks applied in this study. This current chapter will provide
an overview of the research conducted. First, there will be an overview of the study and
significant findings. Then, the limitations of this study will be discussed, and the chapter will
conclude with implications of the research and areas for future research.
Limitations
The sample population for this study was collected from individuals who self-identified
as Latinx. However, there are many sub-cultures within the umbrella ethnic term. Due to various
factors, there can be significant differences in perceptions and customs between Latinx subcultures. These differences can yield variable results that can impede generalizability. In a study
examining race, ethnicity, nativity, and health risk perceptions related to COVID19, there were
significant differences between Latinx subgroups (Jamieson et al., 2021). Latinx sub-groups
were identified by nativity country identification, Mexican, Puerto Rican, Cuban, Central/South
American, or other Spanish. Perceived risk of infection varied widely by sub-group. Identifying
as Mexican had a significant positive correlation with the perceived risk of contracting
COVID19 (p > .05). Meanwhile, Cuban or Central/South American people had a significant
negative correlation with infection risk perception (p < .01 and p < .05, respectively). This study
demonstrates the variably of results within Latinx populations. Future studies must capture subculture data as Latinx people are not a homogenous ethnic group.
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The sample population for this study was participants who self-identified as Latinx in the
2018 NSHA national dataset. However, this study did not analyze participant race. As described
earlier, Latinx people are not a homogenous group and identify themselves as members of
various races. To better understand how race and ethnicity impact health outcomes, it is essential
that both aspects are assessed. Laster Pirtle and colleagues (2020) examined the results of a
national dataset to examine how attributional and relational ethnic dimensions impact health.
Attribution was measured through dichotomous items pertinent to ancestry, language, and
religion. Relational dimensions were measured through self-skin assessment, congruency with
race and ethnicity assumption of others, and interviewer coded skin color. Health outcomes were
measured by self-rated health and feelings of worthlessness scales to determine physical and
mental health outcomes. Among the Latinx population sampled, people who had higher levels of
acculturation were more likely to report higher feelings of worthlessness and less likely to select
excellent/very good health. Racialization also impacted mental and physical health responses as
groups who had higher racialization were less likely to report feelings of worthlessness with their
low racialized counterparts. While comparing NHW, NHB, and Latinx groups against each other
is common for data analysis, healthcare providers, researchers, and policymakers need this
element of information to improve health equity and justice.
This study only examined the results of people who identified as male or female. Gender
identity, however, does not consist of two cisgender categories but rather a continuum. There are
noted differences in HPB between cisgender, transgender, and non-binary individuals. In a study
examining gender identity and health-related outcomes among a national sample of college
students, researchers identified significant differences among different gender identities (Dinger
et al., 2020). Utilizing the National College Health Assessment responses, researchers used
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logistic regression to compare transgender, cisgender, and nonbinary students. Health related
outcomes included general health, cigarette use, physical activity, and fruit and vegetable
consumption. Compared to cisgender individuals, transgender and nonbinary individuals were
less likely to select excellent to good general health, cigarette use, and not meeting vigorous and
muscular strength physical activity (all significant at p < .001). The approach of capturing the
perceptions and insights of all genders is nuanced, nonetheless, critical. Additionally, viewing
the intersection of gender identity of all people, not just cisgenders, will promote health equity
and justice.
While this study captured data related to the region participants live in, it did not capture
whether participants lived in urban or rural areas. Latinx people are one of the largest growing
rural populations. There are vast healthcare disparities that exist between regions. These
disparities were highlighted in a study in which researchers assessed the healthcare utilization
between both area types (Nuako et al., 2022). This cross-sectional study retrospectively reviewed
over 400,000 patients from an extensive healthcare system that provides care to people in both
rural and urban areas. Despite having higher rates of multiple illnesses (p < .0001), rural
individuals were significantly less likely to utilize healthcare services (p < .0001). In addition to
receiving care, HMSE can be influenced by contact with healthcare professionals. Urbanicity
data must be captured to identify disparities within these communities better.
Acculturation is an important variable to consider when examining HPB and HMSE, and
it was not measured in this dataset. Acculturation is the assimilation or adoption of another
culture, particularly the most predominant one. Acculturation levels have influenced health
factors such as weight (Delavari et al., 2013). A systematic review analyzed the relationship
between weight gain and acculturation levels in individuals migrating from low/middle- to high-
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income countries. Of the nine included studies, six studies were solely focused on Latinx
populations migrating to the US. Overall, there was a positive association between acculturation
and BMI (seven out of nine studies).
Additionally, there were gender differences noted in four studies, in which males were positively
correlated with BMI; meanwhile, women had a negative- or non-significant correlation.
Acculturation is an essential factor in the HPM, as it is a component of both individual
characteristics and behavior-specific cognition and affect. As discussed in chapter two, these
HPM components overlap with CRT and the lived experience of race, ethnicity, and racism.
Finally, results from this systematic review also demonstrate the importance of using an
intersectional lens to view the impacts of various relevant characteristics and outcomes.
Regardless of documentation status, immigration status can impact research participation
and responses of migrant and immigrant populations. Huslage, Rai, and Held (2021) summarized
the researchers' expressed challenges in capturing data of these vulnerable populations. Barriers
to participation primarily consist of a lack of trust, heightened with overt anti-immigrant social
and political sentiments rising in the US. Despite IRB protocols that implement protected
populations, such as prisoners and children, migrant populations may feel obligated to participate
or provide “correct” responses. Additionally, results can be subjected to misinterpretation, so
applying CRT is imperative to studies to minimize this from occurring. Migrant and immigrant
populations are among the most vulnerable populations. While that highlights the need for more
research about these populations, it can also make the participation and accuracy of results even
more difficult. For these reasons, it can be challenging to determine the generalizability of results
for migrant populations.
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The word “health” can have various meanings, and culture can influence the definition.
In a phenomenological study by Greeder and Reina (2019), migrant Mexican women described
what it meant to be healthy, how they stay healthy, and the barriers faced to achieve health.
Among the thematic findings, participants described health as two components, “absence of
illness” and “good with family.” In addition to not having a health problem, “Absence of illness”
included not needing to see a medical provider or taking medication. “Good with family”
included minimal conflict and good relationships among family members. Women’s health
seemed congruent with the household environment, where peace in the home was analogous to
being healthy from within. Within this study, health and wellbeing included
a component related to social support, but not specifically to family attributes.
To capture a more representative Latinx sample, Spanish language tools are used. Even
while using correctly interpreted documents, there is still room for misinterpretation. While one
word may be used to capture a response, the interpretation, while correct, illicit a different
meaning. An example of this synonym complexity was identified by researchers when assessing
the translation of the word fair as a response option for self-reported health questions. (Lee et
al., 2019). Questions that pertain to self-rated health often have Likert responses, and fair is used
to indicate a negative health rating. Surveys with a Spanish language version have been found to
use the word regular or pasable as the translated term for fair. Researchers set to assess how the
two words can impact the results of self-reported health questions in people who complete
Spanish language surveys. Replicating the experiments three times, researchers gathered results
from web and telephone surveys. While the telephone survey was the only experiment to
produce significant results (p < .001), all three tests demonstrated that the use of passable
increased the number of very good or good responses. This indicated that the word regular, as the
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translated word for fair, could be mistaken to mean a positive health rating rather than the poor
health rating response that the survey is trying to capture. Researchers also noted variations in
reactions based on country of origin, which provides another example of why capturing subgroup data is essential. Despite diligence to adequately capture the same concept with surveys in
different languages, the response meaning, and consistency can be hard to grasp and may
inaccurately skew results.
The dataset used for this research was collected before the spread of the global COVID19 pandemic. Seeking primary care and primary health screenings is a type of HPB, and the
pandemic has changed the way people seek healthcare. To better understand how telemedicine
impacts the patient experience, researchers employed a qualitative approach to capture attitudes
and perspectives from a diverse group of people (M.-L. T. Nguyen et al., 2022). Semi-structured
interviews were conducted in English, Spanish and Cantonese. Twenty-five people participated
in the study, with 44% identifying as Latinx. Participants highlighted the benefits and limitations
of using telemedicine. Participants did not have high levels of self-efficacy in their ability to
have the technology access or skills to use telemedicine. They did not feel confident in providing
an accurate self-assessment to report to the provider. Accessibility concerns ranged from limited
experience with technology or no internet/data access on their mobile devices. Participants also
expressed concern that the provider could not assess them physically, and the patients would
have to describe what they saw or felt. However, there were positive aspects as well, including
the time-saving measures. People could access healthcare without missing work, requiring travel,
or childcare. The use of telemedicine has increased significantly since the start of the pandemic,
which has affected healthcare access and health management self-efficacy.
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The use of the 2018 National Survey of Health Attitudes was beneficial as it provided
access to a large national sample of Latinxs. It was also available in Spanish, allowing Latinxs to
participate if they preferred or only read Spanish. However, secondary data analysis does have
limitations. There must be considerations for the sample frame or who is represented in the
sample based on data collection methods (Boo & Froelicher, 2013). This study did collect data
from two different internet panels. While this does access via the internet, participants from both
panels were provided internet access to participate in these types of studies (Chandra, 2020).
While participants without internet access were included, there is no additional data on how
many people required that assistance or what percentage of those people were Latinx. As this
survey did require the participants to read the questions and responses, this survey excludes the
participation of people with low to no literacy skills. Additionally, Latinxs whose primary
language is indigenous may not read English or Spanish well enough to participate and face even
more barriers in the healthcare utilization (Maxwell et al., 2018). While the RAND group did
develop an inclusive strategy, several factors may skew results because of how the survey is
designed and how interpreted versions may still not reflect the English meaning.
Additionally, since this survey was designed specifically for measuring items on the
Culture of Health Action Framework, some variables may not be measured optimally. The
measurement of self-efficacy has been challenging to capture, and even invalidated instruments;
there are variations in the results of Latinx participants between perceived self-efficacy and the
actual participation in HPB (Smith-Miller et al., 2016). While there are limitations to using the
results of the 2018 NSHA, a study with a dataset of this size provides baseline results to guide
future areas of study, healthcare provider practice, and policymaking.
Implications

133

This dissertation provides increased understanding and evidence of health management
self-efficacy (HMSE) and how it is impacted by variables within aspects of health, built
environment, and key demographic domains. Through this additional knowledge and support,
there are various implications on how this information can be used to improve HMSE in Latinx
populations living in the US. The following section will describe these implications for Latinxs,
healthcare providers, and policies.
Latinx Level Implications
The health disparities, inequities, and injustices in the United States are evident. While
there have been efforts to reduce or limit these disparities, much more needs to be done. This
includes re-examining interventions to improve HPB in Latinxs. While some programs have
added culturally relevant details, many are simply English interventions merely translated into
English. This study has provided support that gender does influence HMSE in Latinxs. Based on
results from this study, gendered factors include Health and Wellbeing; Residency Affects
Health, Single, Region, and Household Size. These variations can be ascribed to known
variations in traditional Latinx gender roles, which diminishes the importance of the individual
over the family. While this impacts both Latinx men and women, women are expected to be
submissive and attentive to the needs of others over their own. This differentiation of roles sets
Latinx women up for inequality within an already marginalized ethnic group. To help support
Latinx women, changes need to be made to support women in ways that incorporate cultural
congruency and diminish barriers due to compounding intersectional factors. Sexism and
traditional gender roles that position women beneath men are not limited to Latinx culture and
are rampant throughout the US and the globe. Solutions to combat sexism would not only benefit

134

Latinx women but most women. Therefore, current, and future interventions must be examined
and adapted to incorporate these gendered and intersectional factors.
Additionally, to continue to improve knowledge of these factors, there must be more
significant attempts to collect and disseminate data on those who meet requirements but decline
to participate, participants who are lost to attrition, and long-term follow-up to assess long-term
impacts. Notwithstanding, there are significant challenges to collecting this type of information.
However, Efforts to collect and disseminate such information are imperative to identify barriers,
facilitators, and long-term results, which is essential to reduce health disparities and promote
social justice effectively and efficiently.
Results from this study also identified HMSE differences by gender in different regions
of the US. This is valuable information, as this difference can be further explored to identify the
factors responsible for these significant differences. Compared to the South, Northeast, West,
and Midwest regions, there was higher HMSE for all Latinx people, but there were significant
differences when stratified by gender. The Northeast and West yielded significantly higher
HMSE for Latinx men only. Meanwhile, only Latinx women living in the Midwest were found
to have significantly higher HMSE. Additional research is needed to understand this
phenomenon better and identify the contributing factors that contribute to these gendered
differences.
While assessing healthcare programs and outcomes is essential, this difference also
implores further investigation of the intersectional factors, such as race, ethnicity, and gender.
These investigations require a multi-layered approach to identify the leading social determinants
of health and social policies that may contribute to this gendered disparity. Studies examining
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structural intersectionality, similar to Homan’s (2019) work in non-Latinx Black men and
women, focusing on Latinxs, can better understand and learn more about this phenomenon.
Healthcare Implications
The importance of Belonging to Community was a significant variable impacting HMSE
when examining Latinx participants together and when split by gender. Health-promoting
behaviors can be difficult to adopt due to factors limiting belonging to community, such as
incongruency with culture and lack of support, alienating one from their family and friends.
However, additional healthcare team members such as community health workers (CHW) may
be able to increase one’s sense of community belonging and, subsequently, HPB. Community
health workers, or laypeople trained to serve as a community resource or support in healthcare
matters, have been proven to be an effective way to improve health among Latinx populations.
As community members with similar backgrounds, CHW can best understand barriers one may
encounter as one considers or engages in HPB adoption. This support helps one feel as if they are
not alone.
Additionally, the support from CHW can also generate culturally appropriate solutions
with local resources. By providing healthy recipe substitutions, referring to community fitness
resources, and educating people on disease prevention, CHW is the bridge that connects people
to HPB by not only bridging the gaps but helping people cross the bridge with a partner. While
there is much evidence to support the human and financial benefits of integrating CHW, they are
not widely incorporated into primary healthcare settings. Healthcare teams need to advocate and
integrate CHW to support primary healthcare to prevent chronic disease issues. Other allied
health professionals should also be embedded into primary healthcare models to provide
nutritional support, physical therapy, and supportive roles in healthcare spaces. Adopting and
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maintaining HPB is not easy and can make some feel estranged from those closest to them.
Allied health professionals, especially CHW, are integral in helping Latinxs feel confident and
supported in their pursuit of health.
In this study, socioeconomic factors such as age and income were not significantly
impacted HMSE. This contrasts with trends noted in overall US older adult populations with a
direct relationship with age. While Latinx people are grossly under-represented in healthcare,
research, and policy-making spaces, they are not absent. Latinx professionals can contribute their
lived experiences to improve healthcare, research, and policies in these spaces. Critical race
theory implores the integration of people who are members of the race/ethnicity being studied to
participate in every step of the research or change process. As both a participant of an ethnic
group and a professional, Latinxs working in healthcare, research, and policymaking are well
suited to explain the Latinx perspective and design, implement, examine, and disseminate data.
Latinx professionals must support ongoing efforts and future generations of Latinxs who seek to
do the same.
Despite acknowledging the need to embed cultural competency care in healthcare
provider education, including nursing, there is still a need to do more. Wesp and colleagues
(2018) provide guidance on applying intersectionality, CRT, and postcolonial frameworks in
nursing education programs to interconnect cultural competency in nursing education. The
comprehension of how injustice developed and continues to prevail will support nurses in
understanding why inequities exist and provide a beginning to reversing and dismantling
systemic inequities that relate to not just healthcare but all components of social injustice as they
are intertwined. Healthcare is political, and a vital part of improving health outcomes and social
justice is to acknowledge this and treat it as such. The impetus is on current nursing and other
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allied health programs to adopt these frameworks into their entire curriculum to enhance cultural
competency and create new professional standards that necessitate health professionals to
advocate for their patients beyond the bedside.
Policy Level Implications
Results from this study make it evident that there are gender differences in factors that
impact HMSE in Latinx people. Current policies that contribute to these differences need review
and modifications to ensure that health and social equity reduce disparities between races and
ethnicities and within races and ethnicities. Where a person lives was found to significantly
impact Latinx women’s HMSE, but not Latinx men. Other studies imply that neighborhood
safety may contribute to this finding as women are less comfortable participating in physical
activities within public spaces when there are safety concerns. Therefore, policies to improve
communities need to include input from people who represent the racial, ethnic, and gender
populations that live and work within these spaces. The application of community-based
partnerships for future policy development can help develop policies that address communities'
most relevant and pressing concerns and develop solutions in line with traditional culture and
customs. Critical race theory further supports the use of community-based partnerships. The
involvement of populations who are most impacted by policies that target spaces of residency,
work, and recreation, is the most effective and efficient way to develop, implement and evaluate
efforts. Logic models, such as the PRECEDE-PROCEED model (PPM), can help guide policy
and action change by incorporating elements of the CRT (Porter, 2016). Application of PPM
includes stakeholder input from all impacted, attention to interventions at educational, action,
and policy levels, and an examination of change results on short-, moderate, and long-term
timeframes.
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Compared to the South, Latinxs living in other regions in the US had significantly higher
HMSE. This finding is not limited to Latinxs, as the South has been found to have higher rates of
chronic disease for all people, regardless of race/ethnicity and gender. This disparity has been
persistent and has only worsened with time. The COVID-19 pandemic has only exacerbated the
issue. National and regional attempts need to target the South to identify the sources of
disparities, implement interventions relevant to the people living in this area, and evaluate
programs to determine the next steps. More needs to be done to improve access to clean water,
healthy food, healthcare services, and education. Furthermore, policies need to be put in place
that reverse systemic racism and sexism that exist nationally but can also be more pronounced in
certain regions. While the US is very divided on ideologies, the preamble of the US Constitution
clearly states the purpose of the government:
We, the People of the United States, in Order to form a more perfect Union, establish
Justice, insure domestic Tranquility, provide for the common defense, promote the
general Welfare, and secure the Blessings of Liberty to ourselves and our Posterity, do
ordain and establish this Constitution for the United States of America. (National
Archives and Records Administration, 2015)
Health equity is a critical component of justice, defense, and general welfare; hence, there is a
duty of state and national governing bodies to systematically apply known facts and findings to
develop, implement and evaluate health disparities. While this is not specific to Latinxs, it is not
uncommon that these health issues are only more pronounced in minority and vulnerable
populations. In a country that spends so much of its GDP on healthcare, it is not acceptable that
these well-known, very evident disparities persist and continue to widen. More efforts need to be
made to reduce these blatant disparity issues.
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Future Research
Findings from this study identified correlates of HMSE in a national sample of Latinxs.
These results are significant in identifying and supporting other areas of exploration and
research. However, additional investigations need to continue to determine causation in addition
to correlation and include more robust measures of HMSE.
The following steps include a large-scale study that consists of more targeted questions
about HMSE. This also includes the use of a validated instrument to capture responses. Overall,
data collection needs to capture data that provides more options for gender identity, urbanicity,
and populations that are not documented. This will yield more representative and generalizable
results. Additionally, in-depth demographic information needs to be captured to view differences
and similarities within Latinx sub-cultural groups. In addition to country of origin, this also
needs to include acculturation, race, nativity, and length of time living in the US. These factors
can yield a better understanding of HMSE and its correlations.
It is essential to have Spanish language surveys to increase the representation of Latinx
people living in the US. While not all Latinxs communicate in Spanish or can communicate in
English and Spanish, the content may be best understood in Spanish by some Latinx people.
While many instruments have been interpreted into Spanish and validated, there are still
interpretation issues for basic questions. All instruments need assessment from multiple Spanish
speakers to ensure consistency among Spanish speakers and that question and response options
are equivalent to the English version.
While the information collected from a 2018 survey would not be considered outdated,
significant changes have occurred because of the COVID 19 pandemic and an additional two
years of an anti-immigrant White House administration. Furthermore, economic instability
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persists despite increasing jobs and business openings. As a result of these current events, many
health disparities between minority populations have persisted and widened. Recent datasets
need to be collected and disseminated to address the most relevant and pressing issues.
As Latinx populations continue to grow in rural areas, future studies need to focus on
capturing urbanicity data. Rural environments have unique characteristics that significantly
contrast with urban settings. These may include limited transportation, increased distance to
resources, food deserts, lack of space for physical activity, and limited health care access. Access
to healthcare services continues to be a growing problem throughout the US as critical access
hospitals continue to close, health specialists continue to leave rural areas, and there can be an
increased risk of racism or prejudice as Latinxs compete with NLW for the same resources and
can be seen as a threat to NLW residents.
While it can be challenging, more effort must occur when collecting data. Surveys may
require participants to have internet access and reading abilities. This can limit data collecting
from the most vulnerable population. Lack of internet access can limit the amount of information
that one may be able to access, including patient portals, telehealth, and the myriad of resources
available on the internet. Furthermore, people who have difficulty reading may not be able to
sign up for social assistance or reduced-priced options if they are unable to read and complete
forms themselves. While not every Latinx person cannot read, Latinxs may avoid situations
where their illiteracy or inability to read English is apparent. Limited representation of these
highly vulnerable populations is vital to reducing healthcare disparities by increasing HMSE,
HPB, and improved health outcomes.
In addition to data collection and information attainment, interventions implemented,
failed, or in development need to be re-assessed. All stakeholders, including ethnic, racial,
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gender, community representatives, as well as other key demographic characteristics of people
who may work or play in an area, need to be involved in every step of planning, implementing,
and evaluating changes to improve a community or improve health among specific populations.
Application of change models that include the community members at every step help address
barriers to achieving goals that an outsider may not understand or notice.
Researchers need to develop plans for project maintenance and longevity better. Many
articles cited for this research identified similar barriers to intervention participation, such as
financial and time constraints. There are limited long-term effects studied for these interventions
to determine if they effectively maintained health and prevented disease. Researchers need to
build in a feasible long-term plan and goal, in addition to the study protocol, to ensure that
studied populations are not just being used for research and publications only, instead of helping
these vulnerable populations and leaving them with something to enhance their health, and as a
token of gratitude for being available to participate in a study that may have taken Latinxs away
from time spent with family, or going to work among other things.
As often cited, a Chinese proverb states, “Give a man a fish, and he will be hungry again
to-morrow; teach him to catch a fish, and he will be richer all his life.” However, having the
confidence to go to the fishing dock is the first step. Health management self-efficacy is pertinent
to health and a pillar in establishing social justice. Health is a form of power; without it, there are
barriers to housing, income, professional opportunities, education, and the environment people
live in. Health and wellbeing are also contagious within households and communities. The
environments, habits, and opportunities that a one experiences in early life, and even in-utero,
can influence their entire life. By empowering populations afflicted by social inequity and
injustice by supporting them in achieving health and wellbeing through collaboration and
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advocacy, we can unravel the threads of discrimination and inequity. Healthcare providers,
researchers, and policymakers alike need to do more to help marginalized people get to the
fishing dock.
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